Clinical Meeting +« Dallas + December 1-4, 1959 


This Issue Exceeds 170,000 Copies 


THE JOURNAL 


OF THE 


American Medical Association 3 


JUNE 27, 1959 
ORIGINAL ARTICLES 


PROGNOSIS AFTER MITRAL COMMISSUROTOMY. 


1. J. Adatto, M.D., and H. A. Bliss, M.D., Chicoge 
COMPARATIVE EFFECTIVENESS OF PHENYLPROPANOLAMINE AND 


DEXTRO AMPHETAMINE ON WEIGHT REDUCTION 
J. F. Fazekas, M.D., Washington, D. C., W. R. Ehrmantraut, M.D., Silver Spring, Md., 
K. D. Campbell, M.D., Washington, D. C., and M. C. Negron, B.S., Laurel, Md. 


PANEL DISCUSSION ON PSYCHIATRIC EMERGENCIES IN GENERAL PRACTICE 
R. H. Gwartney, M.D., San Bernardino, Calif., Alfred Averback, M.D., 
Sam Nelken, M.D., San Francisco, and C. E. Goshen, M.D., Washington, D. C. 
PYELONEPHRITIS ..... 
G. C. Prather, M.D., and B. R. Sears, M.D., Brookli 
INNOVATIONS IN HOSPITAL CARE OF NEWBORN INFANTS 
L. W. Saver, M.D., Ph.D., Evanston, Ill. 
CEREBRAL MANIFESTATIONS OF VITAMIN Bi DEFICIENCY 
J. S. Wiener, M.D., and J. M. Hope, M.D., Boston 
MULTIPLE ECZEMATOUS SENSITIVITIES 
R. L. Baer, M.D., New York 
SYSTEMIC REACTION AFTER INTRAVENOUS FIBRINOLYSIN THERAPY 
P. W. Boyles, M.D., Miami Beach, Fla. 


GLOVE GRANULOMA IN PERITONEAL CAVITY 
. H. Hyden, M.D., and J. T. McClellan, M.D., Lexington, Ky. 


NOTES 


THE er eye OF CARDIAC ARREST 
. H. Davis, M.D., E. L. Compere, M.D., and J. J. Bergan, M.D., Chicago 
dei USE OF PHENISTIX REAGENT STRIP METHOD OF 
TESTING URINE SAMPLES 
Gerhard Nelihaus, M.D., Boston 


CARDIAC ARREST OCCURRING OUTSIDE THE OPERATING ROOM 
Joshua Seidman, M.D., Victor Parsonnet, M.D., William Evers, M.D., Irving Applebaum, M.D., 
and M. J. Kern, M.D., Newark, N. J. 


SPECIAL REPORTS 


Council on Drugs 
CURRENT STATUS OF THERAPY IN RHEUMATIC FEVER 
Currier McEwen, M.D., New York 
STEROID THERAPY IN RHEUMATOID DISEASES 
L. M. Lockie, M.D., Buffalo 
NEW AND NONOFFICIAL DRUGS 
Tuberculosis Vaccine 


Council on Foods and Nutrition 


DIET IN THE MANAGEMENT OF PEPTIC ULCER 
H. J. Shull, M.D., Nashville, Tenn. 


EDITORIALS REGULAR DEPARTMENTS 
President Eisenhower's Atlantic City Ad- Council on Medical Service: 
Chronic Illness Information Center of 

Second World Conference on Cleveland 

Medical Education Medical News... 
Medical Museums Can Be Helpful Correction 

Physicians 1073 Examinations and Licensure 

G t Servi 

ORGANIZATION SECTION 
Highlights of Atlantic City Meeting Foreign Letters: 
Second World Conference on Austria: Treatment of Subdural Hema- 

Medical Education toma. Autonomic Nervous System 


Clinical Meeting, Dallas, Dec. 1-4, 1959....1078 Brazil: Institute of Tropical Medicine....1098 


Canada: Mental Depression. Low Back 
Pain. Blood Cholesterol Levels. Hodg- 
kin’s Disease. Poliomyelitis. Sponta- 
neous and Habitual Abortion 

Germany: Treatment of Pancreatitis. La- 
tex Fixation Test and Erythrocytic 
Agglutination 

Norway: Influenza in School Children. 
Iproniazid for Depressions. Botulism 
from Trout. Thioridazine in Psychi- 


Sweden: Intellectual Work and Life Ex- 
pectancy. Fatty Acid, Glyceride, and 
Phospholipid Levels After Operation. 
Hyperparathyroidism and Peptic UI- 
cer. Clearance of Radiosodium from 
the Tendo Calcaneus 

United Kingdom: Athletes Light Smokers. 
Glutamic and Aspartic Acid Trans- 
aminase Activity. Blood Pressure in 
Newborn Infants. Mechanical Patient. 
Vital Statistics for 1958. Protection 
Against Pertussis 

Correspondence: 

Motor Vehicle Traffic Death Rate. Evalu- 

ation of Methylphenidate. Determina- 

tion of Ethyl Alcohol Levels. Medical 

Hypnosis 

Medicolegal Abstracts .... 
Medical Film Reviews 

Medical Literature Abstracts... 
Book Reviews 

Questions and Answers: 

Persistent Sal Hosis, Irr 

Lymphoid Tissue. Blood Histamine Level. 

Spontaneous Remission of Goiter. Ex- 

amination of Removed Lenses. Sjégren‘s 

Disease. Sterilizing Brushes. Discomfort 

from Eating Sugar. Treatment of Men- 

ingitis. Allergy to Deodorants. Atopic 

Eczema and Vaccination. Indurated 

Scar. Arthritis of the Spine. Pregnancy 

and Tuberculosis WW 


WASHINGTON NEWS 


Senators Hear Views on Keogh Bill. Sen- 

ate Hearings on Aged Launched. Flem- 

ming Opposes New Grants for Public 

Health Schools. Federal Employees Health 

Insurance Bill Drafted . Page 
Meetings . Page 
Magazine-Television Report . Page 
National Organizations of 

Medical Interest . Page 
From Other Pages . Page 
Suggestions for Contributors.... . Page 196 
Tonics and Sedatives . Page 198 
The Bright Side hes . Page 214 
Index to Advertisers . Page 242 


Volume 170, No. 9 Published Weekly at 535 North Dearborn Street, Chicago 10, Illinois. Subscription, $15. Single Copy, 45 cents. 


Murphy ‘s Radiation Therapy — An Authoritative New Book! 


You'll find over 1000 pages and 400 illustrations here niques and results of radiotherapy in every organ of 
to give you specific guidance on the indications for the body. The author draws on the tremendous ex- 
irradiation in the cancer patient—plus precise tech- perience of the Roswell Park Memorial Institute. 


See SAUNDERS Advertisement on the next two pages 
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A magnificently 
comprehensive 
and authoritative 
new work 

on radiotherapy 
of the 

cancer patient 


Just Ready! 


Ficure 4—15. Outlines of treatment fields sometimes used in the irradiation of the pharyngeal 
and cervical regions. Notice the relationship to the spinal cord. 


Marphy’s RADIATION THERAPY 


Indications for, techniques of, and results of radiotherapy in all areas of 


Here is a remarkable and wide-ranging new work on 
radiation treatment of cancer. It is based on 25 years 
of experience at Roswell Park Memorial Institute, 
where under Dr. Murphy’s supervision, probably 
more cases have been treated by radiation than at any 
other institution in the world. 


The author sets the scene with a careful exposition 
of Principles of Radiation Therapy. He discusses 
such matters as calculation of radiation dosage— 
positioning of patient—determination of radiation 
field—factors influencing tissue reaction to radiation. 
He then takes up the body areas and organs one-by- 
one and explains under each: 


Pertinent anatomical considerations and lymphatic drainage 

Types of malignancy that may attack the particular organ 
along with the clinical manifestations 

Classification and staging of the disease and how to place 
a given case in its proper category 

Principles of treatment—with surgery alone, with radiation 
alone, and in combination 

Specific plan of management at Roswell Park with painstak- 
ing definition of technique, dosage and results. Case 
histories demonstrate the course of management 


You'll find full chapters of detailed treatment devoted 
to cancer in each of the following body areas: 


Skin—Lip—Tongue—Floor of Mouth—Buccal Mucosa— 
Gingiva—Palate—Tonsils—Oropharynx, Laryngopharynx & 
Larynx—Nasopharynx—Nasal Cavity & Paranasal Sinuses— 
Major Salivary Glands—Middle Ear & Mastoid—Eye—Cen- 
tral Nervous System—Thyroid—Lung—Thymus—Esoph- 
agus—Gastrointestinal Tract—Liver & Biliary Tract—Pan- 
creas—Rectum—Anus—Breast—Uterine Cervix—Uterine 
Corpus—Ovary—Fallopian Tube—Vulva—Vagina—Female 
Urethra—Penis—Male Urethra—Urinary Bladder—Pros- 
tate—Testis—Kidney & Ureter—Adrenal Glands—Bone 


the body are specifically described — and highlighted by over 400 illustrations 


Separate chapters cover Neuroblastoma and Ganglio- 
neuroblastoma, Sarcomas of the Soft Supportive Tis- 
sues, and Neoplasms of Reticuloendothelial Origin. 
Complications of head and neck irradiations and of 
pelvic irradiation are discussed in individual chap- 
ters. Dangers and pitfalls in these important areas 
are more extensively described, but complications are 
forthrightly discussed under each region covered. 


This is not a book of vague generalization. It is ex- 
ceedingly specific in its discussion of such problems 
as quality of radiation, focal skin distance, field sizes, 
total time-dose relationship, increment techniques, 
etc. How to use the various sources of radiation such 
as the x-ray generator, radium needles, radon seeds, 
radioactive gold, Cobalt®’, radioactive iodine is well 
covered under the conditions and locations where 
each is most valuable. A detailed report is included 
on SR and RR factors in prognosticating radio re- 
sistance and sensitivity of cancerous cervical cells. 
A voluminous bibliography aids further research. 


Illustrations are used in every instance where they 
will aid understanding of the text. They consist of 
schematic line drawings to demonstrate technique, 
radiograms, photos of results, ete. 


Radiologists, surgeons, dermatologists and gynecolo- 
gists will find this information unusually valuable. 
Any physician interested in the over-all cancer prob- 
lem will gain new insight into available treatment. 
By WALTER MURPHY, M.D., Director of Therapeutic Radiology at Roswell Park 


Memorial Institute, Buffalo, N.Y. 1035 pages, 614” x 10”, with 442 illustrations. 
$25.00. Just Ready! 


THE JOURNAL of the American Medical Associatéon is published weekly by the American Medical Association. Subscription, $15.00 a year, 45c a copy. Canadian $17.00. Foreign $21.50, 
Second-Class postage paid in Davton, Ohio. 


Address all communications to American Medical Association, 535 N. Dearborn St., Chicago 10, Illinois 


: 
4 
ap 
> 
- 


Shambaugh’s SURGERY of the EAR 


New! 


Every disease and disorder of the ear amenable to 
surgery is described here in meticulous detail. Dr. 
Shambaugh, one of the world’s master otologic sur- 
geons, combines time-proven methods of diagnosis 
and therapy with the latest surgical techniques. This 
is the first major work in the last 30 years devoted 
solely to otologic surgery. 


Coverage proceeds logically from developmental and 
surgical anatomy of the ear, through pathology, right 
up to the intricacies of new reconstructive operations 
on the hearing mechanism. Each discussion includes 
indications, advantages, and disadvantages of avail- 
able operative procedures. Actual technique is pre- 
sented in step-by-step detail. Each motion of the knife 
is described, each anatomic structure identified, each 
danger point vividly indicated. Clinical course of in- 
flammatory diseases of the middle ear is discussed. 


Meschan’s NORMAL RADIOGRAPHIC ANATOMY 


Describes current concepts, new instruments and latest operations 


Operations on the auricle, external meatus and tym- 
panic membrane are fully described. Variations of 
the mastoid operation are clearly covered. The final 
section contains chapters on facial nerve decompres- 
sion, on endolymphatic hydrops and on tumors of the 
ear. The many illustrations are new, original and 
drawn from actual operations. 


This new book will help solve the problems of the 
surgeon or otologist who attempts to mobilize the 
stapes, repair a perforated drum membrane or re- 
construct a defective ossicular chain. The many rapid 
advances and alterations in ear surgery since the ad- 
vent of sulfonamides, antibiotics, improved instru- 
ments and new techniques are clearly reflected here. 


By GEORGE E. SHAMBAUGH, JR., M.D., Professor of Otolaryngology, North- 
ee University Medical School. 643 pages, 77%" x 10%", with 328 illustrations. 
$27. New—Just Published! 


New (2nd) Edition! Serial sets of x-rays and tracings covering every common 


This book can be used with profit by any physician 
who ever has occasion to look at an x-ray film. 
Coverage ranges through every single body area 
where useful diagnostic information can be gleaned 
by radiography. Dr. Meschan shows you a normal 
radiogram of a particular area, plus a tracing of the 
x-ray with the various anatomical features and 
aspects clearly labeled. A drawing or photograph 
showing the exact position assumed by the patient 
and the precise location of the cone for obtaining the 
proper view completes the series. 


Accompanying these 1182 vivid illustrations is con- 
cise text description covering: mechanics of securing 
a successful film—basic anatomy of the area from 
both gross and microscopic standpoints—changes in 
growth and development—important variations of 
the normal—confusing appearances likely to be met. 
This New (2nd) Edition is packed with improve- 
ments over the previous one. Hundreds of illustra- 


Name.... 


radiographic view, help you decide if you are dealing with a normal examination 


Please send and charge my account: 


tions have been replaced with others of increased 
clarity. A brand new chapter on Radiation Protection 
has been added. The chapter on Bone Growth has 
been completely rewritten. More comprehensive bone 
growth tables have been included, Greater emphasis 
has been placed on arteriography and venography of 
the brain as well as on cervical myelography. New 
and special studies of the heart and great vessels have 
been incorporated. Many advances in G.I. radio- 
graphic anatomy such as the new concepts of the 
swallowing function and of the esophago-gastric junc- 
tion are covered. Material has been added on the 
improved double contrast collodial barium and air 
colon study. 


By ISADORE MESCHAN, M.A., M.D., Professor and Director, Department of 
Radiology, Bowman Gray School of Medicine of Wake Forest College, formerly Pro- 
fessor and Head of the Department of Radiology, University of Arkansas School of 
Medicine. With the Assistance of KR. M, F, FARRER-MESCHAN, M.B., B.S., M.D., 
Research Associate, Department of Radiology, Bowman Gray School of Medicine. 
759 pages, 65” x 10”, with 1182 illustrations om 411 figures. $16.00. 

New (2nd) Edition—Jusi Published! 


SURGERY OF THE. 27.50 
() Meschan’s NORMAL RADIOGRAPHIC ANATOMY 
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3 New Books 


DuVries 


By HENRI L. DuVRIES, M.D., 
B.Se., D.S.C., Clinical Instructor 
in Surgery, Chicago Medical 
School; Attending Surgeon, Co- 
lumbus Hospital, Mother Cabrini 
Hospital and Frank Cuneo Hos- 
pital, Chicago. Just Published. 494 
pages, 6%" x 9%”, 403 illustra- 
tions. Price, $12.50. 


Flatt 


By ADRIAN E. FLATT, M.A., 
M.D., F.R.C.S., Assistant Professor 
of Orthopedic Surgery, State Uni- 
versity of Iowa. Ready next month. 
Approx. 270 pages, 6%" x 9%”, 
123 illustrations. Price, $9.50. 


Smith 


By ROBERT M. SMITH, M.D., 
Anesthesiologist, The Children’s 
Medical Center, Boston, Massa- 
chusetts; Assistant Clinical Pro- 
fessor of Anesthesia, Harvard 
Medical School. Ready this month. 
418 pages, 6%” x 9%”, 182 illus- 
trations. Price, $12.00. 


That Will Help You Improve Your 
Clinical Skills and Techniques 


Just Published! 
SURGERY OF THE FOOT 


Here is a book which can help you improve your ability to treat all kinds of foot 
problems—from such minor problems as the ingrown nail to such major deformities 
as the club foot. While other books deal mainly with the extreme disabilities, 
SURGERY OF THE FOOT discusses the “minor” injuries—infections, burns and 
freezing, sprains, tumors and cysts, skin disorders, deformities—the foot problems 
you encounter most frequently in practice. 

With this book you will feel as though you are under the personal direction of one 
of the country’s leading foot specialists, Dr. Henri DuVries. He shows you how to 
examine the foot and make an accurate diagnosis; presents concise but detailed 
treatment in step-by-step form; and discusses general operative principles. Many of 
his procedures contained in this well illustrated new book have never been pub- 


lished before. 


Soon-to-be-Released! 


THE CARE OF MINOR HAND INJURIES 


This new pocket-size book can be an extremely valuable asset to every physician 
because it deals with “minor” hand injuries—the ones that can be safely treated 
on an out-patient basis. A “how-to-do-it” guide, this book explains in detail the 
treatment for all types of direct trauma to the hand, burns, infections, bites, frost- 
bite and other less common injuries. Although emphasizing “minor” injuries, the 
book has a wide application and covers such major procedures as the immediate 
replacement of skin loss. 

Based on Dr. Flatt’s personal experience in an out-patient clinic, this book classifies 
hand injuries and presents in detail, one safe, practical method of treatment for 
each injury. This helpful guide is well indexed for quick reference and well illus- 
trated with actual case photographs that make it easy for you to match the case 
under treatment with the appropriate illustration in the book. 


Soon-to-be-Released! 


ANESTHESIA FOR INFANTS AND CHILDREN 


This new book is one of the most authoritative, up-to-date and complete presentation 
of all phases of pediatric anesthesia available today. You will find it provides a 
wealth of practical information you can use immediately on local, regional and gen- 
eral anesthesia; the choice and use of agents; the child’s response to anesthesia: 
pre-operative and post-operative care of normal and abnormal patients; and discusses 
complications. It contains an informative statistical study of mortality in 10,000 
consecutive pediatric operations. 

Incorporating important background material on physiology, surgery and pediatrics 
to give you a more complete understanding of anesthetic problems, Dr. Smith pre- 
sents anesthetic techniques in step-by-step detail and gives the reasoning behind 
each method. The special sections on anesthesia for newborn and young infants and 
the chapter on respiratory physiology by Dr. Charles D. Cook are particularly valu- 
able and cannot be found in other published books or journals. 


3207 Washington Boulevard, St. Louis 3, Missouri 


Dear Sir: 

alg send me on 10 day approval a copy of the book(s) checked below. | understand that if | am 
not completely satisfied, | can return the book(s) within 10 days with no charge or obligation. If 
remittance is enclosed, publisher pays the mailing charge. 

DuVries SURGERY OF THE FOOT 

Flatt THE CARE OF MINOR HAND INJURIES 

Smith ANESTHESIA FOR INFANTS AND CHILDREN 


Payment enclosed 
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Practical and systematized 


postoperative orders... 


outline of pre- and 


Glassman & McNealy: CARE 
OF THE SURGICAL PATIENT 


A new, practical system of pre- and postoperative orders, stressing up-to-the- 
minute information and presenting it in an organized, concise manner. The most 
recent and most important contributions in surgical research backed by the combined 
surgical experience of two well-known surgeons combine to make this new book 
invaluable for surgeons, surgical residents and surgical nurses. Care of the Surgical 
Patient closes the gap between physiological research and practical surgical 
considerations. It represents the crystallization of long experience with the minute 
details of surgical management. 

In attempting to describe a ‘surgeon’ in the present era of medical practice, 
many facets of necessity merit mention. The true measure of a surgeon today is not 
evaluated in the surgical amphitheatre alone. Technical virtuosity has been and will 
continue to be an important part of a surgeon’s armamentarium. However, given 
excellent technical skill and good surgical judgment, a true surgeon will ultimately 
be judged by the preparation and postoperative management of his patient. The 
modern surgeon must concern himself with the physiological and biochemical as 
well as the anatomic and pathologic aspects of the case. Meticulous attention to last 
minute detail in the preoperative, operative and postoperative periods is a sve 
qua non of today's surgeon. 

“Blind adherence to empiric pre- and postoperative routine can only result in 
disaster. Though all cases tend to fall into broad categories with small variations, 
each case must of necessity be individualized. This concise and well organized 
outline for the care of the surgical patient effectively establishes lines to guide the 
surgeon in an orderly and logical approach to each patient. 

“The authors have succeeded in stimulating serious thought in the basic clinical 
sciences upon which the science and art of surgery are predicated. The older and 
younger surgeon alike will find this book most informative and helpful.” — 
Foreword by John J. Farrell, M.D. 


By Jacos A. GLassMAN, M.D., F.A.C.S., F.1.C.S., Assistant Professor of Surgery, University 


of Miami Medical School, Miami, Florida; Visiting Professor of Surgery at the Cook Count) 


Post-Graduate School of Medicine, Chicago, Illinois ; Diplomate of the 

American Board of Surgery; and RAYMOND W. MCNEALY, M.D., F.A.C.S., F.1.C.S., 

Late Chief Surgeon at the Wesley Memorial Hos pital ; President of the Staff at Cook Count) 
Hospital ; Founder Member of the American Board of Surgery. With ten contributors. 


June 1959 ° 330 pp., 2 figs. ° $6.50 


Baltimore 2, Md. 
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a major improvement 


in rauwolfia... 


a major advance 


in antihypertensive therapy 


Created in the laboratory by altering the reser- 
pine molecule so as to preserve an antihyperten- 
sive effect and minimize undesirable side actions. 


Dosage: In new patients: Average initial dose, | to 2 tablets (1 to 2 . 
mg.) daily. Some patients may require and will tolerate 3 or more 
tablets daily. Maintenance dose will range from 14 to 3 tablets (0.5 to 
3 mg.) daily. When necessary for adequate control of blood pressure, 
more potent agents may be used adjunctively with Singoserp in doses 
below those required when they are used alone. 


In patients taking other antihypertensive medication: 
Add | to 2 Singoserp tablets (1 to 2 mg.) daily. Dosage of other agents 
should be revised downward to a level affording maximal control of 
blood pressure and minimal side effects. 


Supplied: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. 
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(syrosingopine CIBA) 


Minimizes the side effects problem in most hypertensive patients 


1. For new hypertensive patients Singoserp is a useful antihyper- 
tensive drug for new patients because it often lowers blood 
pressure with less of the side effects problem posed by conven- 


tional rauwolfia agents. 


2. For hypertensive patients already undergoing drug treatment 
Singoserp, added to any antihypertensive regimen, frequently 
makes it possible to maintain blood pressure levels achieved with 


more potent agents, while reducing their dosage requirements. 


Less sedation—‘It [Singoserp] is... definitely less sedative or 


29] 


tranquilizing [than reserpine]. 


Depression relieved —‘‘In those patients who had been depressed, 
[Singoserp] was substituted for other Rauwolfia preparations and 


within a period of one to two weeks this depression was relieved.” 


References: 1. Wolffe, J. B.: Mod. Med. 26:253 (Feb. 1) 1958. 2. Bartels, C. C.: To be published. 
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SUMMIT, N.J. 
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reduce the hazard of hemorrhage due to hypoprothrombinemia 


“has a more prompt, 
more potent 

and more prolonged effect 
than the vitamin K analogues” 


Preoperative use of ‘Mephyton’ reduces the likelihood 
and seriousness of surgical hemorrhage due to 
hypoprothrombinemia. ‘Mephyton’ is widely used before 
tonsillectomy, intestinal surgery, biliary tract surgery, 
rhinoplasty, surgery of the newborn (especially prematures), 
neurosurgery, thoracic surgery, obstetrical and gynecological 
procedures, surgery in any highly vascular area. It is 
particularly indicated in patients with obstructive jaundice, 
or when prothrombin level is depressed following 
administration of anticoagulants, barbiturates, salicylates, 
antibiotics, sulfonamides, or phenylbutazone. 


Dosage: Preoperatively, up to 50 mg. orally at least 24 hours before surgery, or up to 
F 50 mg. intravenously at least 12 hours before surgery, to help restore prothrombin 
to safer levels. Postoperatively, up to 50 mg. may be given orally or intravenously 
after surgery to combat hemorrhage due to hypoprothrombinemia. In all situations, 
individual dosage requirements should be determined by prothrombin-time response. 


Supplied: Tablets, 5 mg.; bottles of 100. Emulsion, each 1-cc. ampul contains 50 mg.; boxes of 6 ampuls. 
*Council on Drugs: New and Nonofficial Drugs, Philadelphia, J. B. Lippincott Co., 1958, p. 620. 


MEPHYTON is a trademark of Merck & Co., inc 


uo) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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*Deprol’ provides 


COMPREHENSIVE 
TREATMENT 


three 


hypothalamus 


thalamus and 
limbic system 


spinal cord 
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FOR DEPRESSION 


AND ASSOCIATED ANXIETY 
AND PHYSICAL TENSION 


“Features of anxiety commonly accompany depressive features, 
and not infrequently these anxiety symptoms, not those of the 
underlying and ites depression, are the presenting ones.” 


Yonge, K.A.: Depressions in disguise. Canad. M.A.J. 74;693, May 1, 1956. 


RELIEVES DEPRESSION 
by i improving mood and outlook without excessive , stimulation or rebound depres- 
sion. Relieves symptoms such as crying, lethargy, loss of appetite, insomnia. 


RELIEVES ASSOCIATED ANXIETY 

by reducing exaggerated reaction at the seat of emotions. Does not depress cortical 
activity. Does not impair mental efficiency or norfnal behavior. No risk of drug- 
induced depression. 


RELIEVES ASSOCIATED PHYSICAL TENSION 
by relaxing skeletal muscle. Aids restful sleep and reduces likelihood of symptom 
formation due to depression. Does not impair motor control. 


= Confirmed efficacy A At 
= Documented safety r O 
= Simple q.i.d. dosage 

benactyzine + meprobamate 


Supplied: Bottles of 50 light-pink, scored tablets. 
Composition: Each tablet contains 1 mg. 2-diethylaminocthyl 


benzilate hydrochloride (benactyzine HCl) and 400 mg. meprobamate, 


WI WALLACE LABORATORIES, New Brunswick, N. 7. 
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What 


The Truth About 
Dietary 


Recently a great deal of interest has been aroused 
on the question of a possible etiologic link between the 
ingestion of food fats and pathophysiologic changes 
in certain body tissues. 

Basic research on this problem is being 
carried on throughout the world, the approach rang- 
ing from animal experimentation to biochemistry, to 
ethnological statistics. 

In a number of instances the lay press has 
prematurely reported the findings of one research 
group or another, without the benefit of unbiased com- 
petent evaluation. Some scientific as well as lay 
articles have attempted to correlate inconclusive, 
fragmentary, and conflicting results, frequently lead- 
ing to undesirable confusion. 

The problem, however, is far from settled. 
If final results of this world-wide research establish 
beyond reasonable scientific doubt that fat intake is 
directly related to degenerative disease, accurate in- 
formation should be provided for the profession so 
that in turn the public may be properly enlightened. 


“A large amount of information has been made 
available in recent years relating fats to the 
causation of atherosclerosis, coronary artery 
disease, and other similar diseases. However, 
the data are so incomplete and conflicting that 
it is impossible to draw conclusions which are 
universally acceptable to nutritionists and 
medical authorities.” 


STATEMENT BY NATIONAL RESEARCH COUNCIL 


On the other hand, if conclusive evidence 
points to little or no etiologic relationship between 
fat ingestion and degenerative disease, it will become 
difficult for the scientific world to counteract the 
cumulative effects of misinformation on the public 
mind. 

Furthermore, evidence is accumulating to in- 
dicate that lowering of the plasma cholesterol by 
limitation of dietary fat and by administration of 
unsaturated fatty acids may actually increase the 
deposition of cholesterol in the tissues.! 

The obvious need at present is for basic re- 
search and proper evaluation as well as unprejudiced 
correlation of findings from all quarters, so that the 
medical profession as well as the public may be pro- 
tected from the publicizing of premature and un- 
warranted conclusions. 


1. Kuhl, W. J., Jr., and Cooper, J.: Exchangeable C''-Choles- 
terol Pool Size as an Index of Cholesterol Metabolism: 
Effect of Low Fat and Highly Unsaturated Fat Diets, Proc. 
Cen. Soc. Clin. Res., J. Lab. & Clin. Med. 52:919 
(Dec.) 1958. 


“Until it is clearer which fats are more de- 
sirable nutritionally and which, if any, are 
undesirable — major changes in American die- 
tary habits are not to be recommended.” 


The Role of Dietary Fat in Human Health: National 
Academy of Sciences—National Research Council, 
Washington, D. C., Publication 575, 1958. 
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reatness 


is rare in any human endeavor. When it appears, 

it may be perceived in various forms—as a work of art, 
a discovery, an idea, or an achievement of scientific 
inquiry. The outward form is incidental, but the 


intrinsic quality is readily recognized.... 


To partake of the quality of greatness, a therapeutic 
preparation must first of all achieve a degree of 
universality ...the cumulative experience of thousands 
of physicians over a period of many years. From 

this experience, then, is born that unhesitating confidence 


which may be summed up in the term a “drug of choice.” 


GANTRISIN - LIPO GANTRISIN 


ROCHE® GANTRISIN®—brand of sulfisoxazole 


ROCHE LABORATORIES 


Division of Hoffmann-LaRoche Inc, 
Nutley 10, N. J. 
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For complete information 

write Professional Services, 
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HYDRODIURIL alone 


RESERPINE alone 


HYDROPRES 
ae much more effective 


than either of its 


components alone 


Effective by itself in a majority of patients. Provides smooth, more trouble-free 
management of hypertension. 
Since nyproDIURIL and reserpine potentiate each other, the required dosage of 
each is lower when given together as HYDROPRES than when either is given alone, 
HYDROPRES provides the needed and valuable tranquilizing effect of reserpine. 
Lower dosage may reduce such side effects of reserpine as 
excessive sedation and depression. 
Arrest or reversal of organic changes of hypertension may occur. 

e Headache, dizziness, palpitations and tachycardia are usually promptly relieved. 
Anginal pain may be reduced in incidence and severity. 

e With HYDROPRES, dietary salt may be liberalized. 
Convenient, controlled dosage. 


25 mg. HyDRODIURIL, 0.125 mg. reserpine. 50 mg. HYDRODIURIL, 0.125 mg. reserpine. 
One tablet one to four times a day. One tablet one or two times a day. 


If the patient is receiving ganglion blocking drugs or hydralazine, 
their dosage must be cut in half when HYDROPRES is added. 


ARE TRADEMARKS OF MERCK & CO,, ING. 


MERCK SHARP & DOHME, oivision oF wERCK & CO, INC. PHILADELPHIA 1, PA. 
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There are 
KNOWN 
CONTRA- 

INDICATIONS 


Peripheral vasospasm of any etiology may be treated 
with Roniacol without fear of serious complications. 
Roniacol is metabolized to the pure vitamin form (nico- 
tinic acid)...acts by a direct relaxing effect on small 
peripheral blood vessels to increase and intensify blood 
flow to affected extremities. 


Numerous clinical studies!-4 show Roniacol to be a 
remarkably well-tolerated vasodilator. “Patients up to 
the ages of ninety have tolerated the drug in doses up 
to 600 mg with no adverse effects.”! 


| References: 1. M. M. Fisher and H. E. Tebrock: New York 
State J. Med. 53:65, 1953. 2. R. O. Gilhespy: Brit. M. J. 
7 1:207, 1957. 3. E, C. Texter, et al.: Am. J. Med. Sc. 224:408, 
1952. 4. W. Redisch and O. Brandman: Angiology 1:312, 

1950. Complete bibliography available on request. 


Available in scored 50-mg tablets, bottles of 100, 500, and 


1000. Roniacol Elixir, containing 50 mg of Roniacol per 
teaspoonful (5 cc), in bottles of 16 ounces and one gallon. 


RONIACOL’-— brand of beta-pyridy! carbinol 


ROCHE LABORATORIES: Division of Hoffmann-La Roche Inc Nutley 10, New Jersey 


RONIACOL 
for vasodilation 
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CONTROLS NERVOUS TENSION 
IN G.I. 
DISORDERS 


MOsT FUNCTIONAL G.I. DISORDERS “can be considered a manifestation of a general 


psychoneurotic disturbance.” (Rossien, A. X.: J. Am, Geriatrics Soc. 5:430, April 1957.) 


TREATMENT WITH MILTOWN Mi ] 

@ improved control in 15 of 19 cases ] Own 
of common functional G.I. disturb- meprobamate (Wallace 
ances! 


Miltown causes no adverse effects 


@ helped the majority of 23 cases of on gastric secretions, emptying time 
psychosomatic stomach distress? 


or motility.® 


Ei controlled emotional components of 


Spastic colitis,’ chronic ulcerative Available in 400 mg. scored and 200 mg. sugar- 
colitis,! and psychophysiologic dys- coated tablets. Also available as MEPROSPAN* 

+s (200 mg. meprobamate continuous release cap- 
pepsia sules). 


1. Phillips, R. E.: Am. Pract. & Digest Treat. 7:1573, Oct. 1956. 2. Selling, L. S.: J.A.M.A. 15721594, 
April go, 1955. 3. Altschul, A. and Billow, B.: New York J. Med. 57:2361, July 15, 1957. 4. Ross, S. LT: 
Postgrad. Med. 23:24, Jan. 1958. 5. Tacket, H. S.: Am. Pract. & Digest ‘Treat. 8:597, April 1957. 
6. Bodi, 'I., Wirts, C. W.,, Jr. and Menduke, H.: Am. J. Gastroenterol. 29:643, June 1958. 


WALLACE LABORATORIES, New Brunswick, N. J. 
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i. contributions of Medicine’s greatest 
men provide some of the most 

colorful episodes in the history of 
mankind. This Parke-Davis 
advertisement, the fourth in the “Great 
Moments in Medicine” series, insite 

to living memory the significant 
advancements of Medicine’s dramatic 
past. It is scheduled to appear 

in our leading periodicals... 

LIFE, SATURDAY EVENING POST, TIME, 
READER’S DIGEST, and TODAY’S HEALTH. 
Through this institutional campaign, 
millions of people, including many of your 
patients, will better appreciate the 

heroic part Medicine has played in the 


course of human existence. 
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Plastic surgery, usu 


ally reg 
advance, was practiced tho 
Hindu surgeon 


arded as a recent medical 
usands of years ago by the 
» Susruta. He lived in a society that 
punished Wrongdoers with physical disfigurement, 
Therefore, there were many demands for his restora- 
tive skills. His Writings contributed to the spread of 
Hindu medicine throughout the ancient world. 
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Coronary 
Insufficiency... 


Your high-strung angina patient 


often expends a “100-yd. dash” 


worth of cardiac reserve 
through needless excitement. 


Miltrate 


Miltown® (meprobamate) + PETN 


Each tablet contains: 200 mg. Miltown and 10 mg. penta- 
erythritol tetranitrate. Supplied: Bottles of 50 tablets. 
Usual dosage: | or 2 tablets q.i.d. before meals and at bed- 
time. Dosage should be individualized. 


® 
W3 WALLACE LABORATORIES + New Brunswick, N. J. 


coronary 


EXERTION with Miltrate 
leaves him more freedom 


for physical activity. 


IMPROVED CORONARY BLOOD 


SUPPLY with Miltrate 


increases his exercise tolerance. 


CML-9158-59 


blood supply 


CONTROL OF EMOTIONAL 


Curbs emotion 
as 1t boosts 
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Mild and persuasive as a lullaby, 

nonbarbiturate Placidyl gently lulls your 

patients into refreshing slumber. 

Brief and effective. 

Prescribe it this week and see. (Lbbott 


Placidyl* nudges your patient to sleep 


(Ethchlorvynol, Abbott) 
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and the evidence mounts 


“Toxic reactions were exceedingly mild, none severe 
enough to interrupt treatment.’ 


“.. complaints of drowsiness, exhaustion, and depres- 
sion were infrequent . .. We had no reports of giddiness, 
disturbed sleep, nausea or anorexia, and we found no 


evidence of parkinsonism.”’? 


“Tt was not necessary to increase the original dosage to 
get the desired effects, and in many instances a diminua- 
tion of dosage to as little as 0.1 mg. of this drug 
(deserpidine) twice daily was excellent for the control 


of tension, anxiety and nervousness.’’? 


“Continued investigation among 190 additional patients 
again revealed exceedingly mild and minimal toxic re- 
actions none severe enough to interrupt treatment.’’4 


“Side effects were [usually] absent in patients treated 


with Harmonyl.”® 

“. . at the conclusion of the study, a year after its 
start, nearly every patient wished to continue taking 
the drug (deserpidine) and thought he had received 


benefit from it.’’® 


“It (deserpidine) apparently induces a satisfactory re- 
duction of anxiety, psychic reactivity, and arterial hyper- 
tension without burdening the patient with intolerable 
side-effects ... 


1, Billow, B. W., et al., The Effect of a New Rauwolfia Derivative, Deserpi- 
dine, in Hypertension, New York J. Med., 58:3641, November 15, 1958. 


2. Ibid. 
3. Frohman, |. P., Tranquilizers in General Practice and Clinical Evaluation 


of Deserpidine, an Alkaloid of Rauwolfia canescens, M. Ann. District of 
Columbia, 27:641, December, 1958. 

4. Billow, B. W., et al., The Use of a New Rauwoifia Derivative, Deserpidine, 
in Mild Functional Disturbances and Office Psychiatry, New York J. Med. 


(in press). 
5, Ferguson, J. T., Comparison of Reserpine and Harmonyl in Psychiatric 


Patients, A Preliminary Report, Journal-Lancet, 76:389, December, 1956. 
6. Achor, R. W., and Hanson, N. O., Hypertension Treated with Rauwolfia 
canescens, A Comparison with Rauwolfia serpentina, New England J. Med., 


255:646, October, 4, 1956. 
7. Rawls, W. B., Clinical Experience with Deserpidine in the Management 


of Hypertension and Anxiety Neurosis, New York J. Med. (in press). 


HARMONYL 


(Deserpidine, Abbott) 
for your next working hypertensive 
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from a single dose.* 


DOSAGE: First two days: 
45 cc. (three tbsp.) on arising; 
45 cc. (three tbsp.) on retiring; 


45 cc. (three tbsp.) once midway 
between above doses 
(about 3 P.M.) 


Prescription only — bottles of 16 fi. oz. 


*Reprints of these studies on request. 


of asthma and emphysema 


ELIXOPHYLLIN 


High theophilline blood levels reached in minutes — 


After absorption, theophylline is slowly eliminated. 
y Therapeutic blood levels endure for hours.* 


This predictability of blood levels permits quite constant 
therapeutic blood levels night and day, providing 
¥ relief of wheezing, dyspnea, cough, and protection 
against acute attacks for most patients.* 


15 minutes 


Therapeutic blood levels 
Sub-therapeutic blood levels 


After two days of therapy the size of doses should be slightly decreased. 
Each tablespoonful contains: theophyl!ine 80 mg., alcohol 3 cc. 


©hrerman Leboralories 


Detroit 11, Michigan 
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Automatically measured-dose 
aerosol medications. 
Nonbreakable...Shatterproof 
Spillproof...Leakproof 


Isoproterenol sulfate, 2.0 mg. per cc., suspended 
® in inert, nontoxic aerosol vehicle. Contains no 


M e d j h a | er= | SO alcohol. Each measured dose contains 0.06 mg. 


isoproterenol. 
i‘ Epinephrine bitartrate, 7.0 mg. per cc., sus- 
° per pended in inert, nontoxic aerosol vehicle. Con- 
Med j h a I er E P tains no alcohol. Each measured dose contains 
0.15 mg. epinephrine. 


NOTABLY WELL TOLERATED AND EFFECTIVE FOR CHILDREN, TOO meee 
Northridge, Calif, 
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Senate Hearings on Keogh Bill . . 
Experts Testify on Problems of Aged . . 


Administration Against Higher Pubiic 
Health Outlays . . 


Health Insurance for U. S. Workers . . 
Miscellany . . 


SENATORS HEAR VIEWS ON THE 
KEOGH BILL 


Spokesmen for the American Medical Association 
and scores of other professional organizations ap- 
peared before the Senate Finance Committee to 
urge approval of the House-cleared measure that 
would aro the self-employed to invest in 
pension plans through tax deferrals. 

Dr. George M. Fister of Ogden, Utah, a member 
of the A. M. A. Board of Trustees and Chairman of 
the A. M. A. Council on Legislative Activities, told 
the committee the bill, among other things, would 
help “make the smaller communities of America 
better able to compete with the big cities for the 
services of physicians.” Dr. Fister was accompanied 
by Dr. Vincent W. Archer of Charlottesville, Va., a 
member of the A. M. A. House of Delegates and 
of the A. M. A. Committee on Federal Medical 
Services. 

The first witness at the hearings, David A. Lind- 
say, assistant to the Treasury Secretary, renewed 
the administration’s opposition to the legislation. 
He said it would cost the government 365 million 
dollars a year in revenue. However, the official said 
that “the Treasury recognizes that present law does 
not give self-employed persons tax treatment for 
their retirement savings comparable to that now 
accorded to employes covered by employer-financed 
pension plans.” He conceded that “employee pen- 
sion plans, if arranged on a non-discriminatory 
basis, [would] receive favorable tax treatment.” 

Dr. Fister declared that “unless something is 
done to make self-employment as financially attrac- 
tive as employee status, we believe that there is a 
real danger that many professional men will bypass 
the private practice of their profession. 

“With high taxes and inflated living costs, it is 
difficult for the self-employed person to set aside 
adequate funds for retirement without a tax de- 
ferment similar to that available to corporate 
employes,” he testified. “By extending the tax de- 
ferment | gees e to the country’s 11 million self- 
employed, this legislation will give them an oppor- 
tunity during their best earning years to save for 
their old age.” 

Asserting that a shift away from individual enter- 
prise has become noticeable in the past few years, 
Dr. Fister said a continuation of the present situ- 
ation “could contribute to a maldistribution of 
physicians since it makes the large city more 


attractive to the young professional man by pro- 
Meo more opportunities for him to become em- 
oyed. 

: “On the basis of my own observations over many 
years of practice in medicine, I am convinced that 
this is one of the factors contributing to the pro- 
nounced migration of professional people into 
urban areas. So, quite apart from the objective of 
obtaining tax equality with our employed counter- 
parts, we urge you to approve legislation of this 
type, because it is in the public interest.” 

The measure before the committee would allow 
tax deferrals for self-employed persons of up to 
10% of adjusted gross income annually, with a 
maximum of $2,500, on money set aside in qualified 
retirement or pension programs. The bill, sponsored 
in the House by Rep. Eugene J. Keogh (D., N. Y.) 
and Rep. Richard M. Simpson (R., Pa.), won over- 
whelming approval in the House early this session. 


SENATE HEARINGS ON AGED 


_A special Senate subcommittee opened a sweep- 
ing investigation of problems of the aging with 
three days of testimony from experts in the fields of 
medicine, economics, employment, housing, and 
mental health. 

One of the first witnesses before the subcommit- 
tee, headed by Sen. Pat. McNamara (D., Mich.), 
was Dr. Frederick C. Swartz, Chairman of the 
American Medical Association Committee on Ag- 
ing. 

In introducing Dr. Swartz, the subcommittee 
chairman said he was pleased that the A. M. A. has 
taken such interest in the panel’s work, “and cer- 
tainly we need their [physicians] cooperation.” 

Dr. Swartz declared that the A. M. A. Commit- 
tee’s studies “showed that the health of the senior 
citizen is not solely a medical or health habits 
matter.” Socioeconomic and psychological factors, 
he said, “prevent many persons from exercising 
their potential for responsible participation in 
society. 

“As long as these patterns exist, unnecessary ill- 
ness will occur despite medical care and otherwise 
sound health programs,” Dr. Swartz said. “Likewise, 
the duration of illnesses may be unnecessarily pro- 
longed, the degree of disabilities increased.” 

The A. M. A. Committee’s goal of “optimum 
health of each individual” in the aged group was 
outlined to the subcommittee by Dr. Swartz. It 
embraces, he noted, adequate medical care at the 
lowest practical cost for the ill; promotion of better 
understanding and wider use of restorative services 
on behalf of the disabled; encouragement of grou 
and individual activities for the prevention of ill- 
ness among the elderly, and “the promotion of long- 
range positive health programs which will increase 
the over-all capacities a persons to live active, 
meaningful lives in their later years.” 


(Continued on next page) 
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Other panelists who discussed health problems 
included Wilbur Cohen, professor of social welfare 
at the University of Michigan and special consultant 
to the subcommittee; Dr. Maurice Linden, director 
of the Philadelphia public health department's 
mental health division, and Dr. Murray Ferderber, 
chairman of the Pennsylvania commission on re- 
storative medical services. Dr. Howard Rusk of New 
York University-Bellevue Medical Center was not 
present but submitted a statement. 

All of the witnesses agreed that the problems of 
the aged and aging are complicated and much 
broader than mere physical ace. For example, 
Dr. Linden said that mental problems are one of the 
major difficulties in a “youth-oriented country.” He 
called for changes in the public attitude toward 
the elderly, noting that in some other countries the 
aged traditionally have been held in high respect. 

In an opening statement, Senator McNamara 
said, “in my opinion the good health, and the in- 
come to sustain it, of 15 million Americans over 65 
is the most vital problem in this field of increasing 
national concern. 

Other members of the subcommittee of the Sen- 
ate Labor and Public Welfare Committee are Jen- 
nings Randolph (D., Va.), Joseph Clark (D., Pa.), 
Everett Dirksen (R., Ill.), and Barry Goldwater 
(R., Ariz.). 


FLEMMING OPPOSES NEW GRANTS FOR 
PUBLIC HEALTH SCHOOLS 


Arthur S. Flemming, Secretary of Health, Educa- 
tion, and Welfare, asked Congress to turn down 
measures authorizing new 2, ti public health 
programs. He told a House commerce subcommit- 
tee that the legislation would establish a permanent 
program of a subsidization without legislative 
safeguards to insure that the funds would be used 
to strengthen or improve training services rather 
than to replace existing sources of financial support. 

The administration official also said enactment 
would establish precedents with potentially far- 
reaching implications for general federal support 
of all universities and colleges. 

The measure at issue would provide 6 million 
dollars annually for grants to public health schools, 
authorize 15 million dollars over five years for con- 
struction grants to the schools, provide 1 million 
dollars’ worth of grants to schools for public health 
training of nurses, and authorize 3 million dollars 
annually for grants to states for local public health 
work. The most controversial section would author- 
ize a five-year program “with such sums as Con- 
gress may determine” to cover the costs of trainee- 
ships for graduate or special training in public 
health for physicians, engineers, nurses, and other 
public health personnel. 

At the same time, Flemming endorsed provisions 
to extend the current programs of federal aid for 
training of professional public health personnel and 
for advanced training a professional nurses. These 
are the major provisions of a bill that has been 
tentatively approved by the Senate Labor and 
Public Welfare Committee. 

Most of the witnesses before the House com- 
merce subcommittee headed by Rep. Kenneth Rob- 
erts (D., Ala.) disagreed with Flemming’s position, 
and endorsed the expanded aid proposals. Many of 
the witnesses were officials of public health schools. 
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FEDERAL EMPLOYEES HEALTH 
INSURANCE BILL DRAFTED 


Legislation giving the Civil Service Commission 
broad leeway in the establishment of a voluntary 
health insurance program for United States workers 
was introduced by Sen. Richard Neuberger (D., 

Ore.) and Sen. Olin Johnston (D., S. C.). ; one 


office and civil service subcommittee that he ; 
contributo: ealth insurance plan for civilian fed- : ° 

would be ‘See those consistently 
used in many industries. Senator Johnston is chair- a . 

man of the full committee. j a reliable for 

Despite the lawmakers’ action, the committee 
had not approved a health insurance measure as of 
this writing, and meetings were being held with 
administration officials in efforts to compromise 
differences. However, it was expected that the 
measure that will clear the committee would in 
general follow the Neuberger-Johnston bill. Hear- 
ings have not been held so far on the issue in the 
House. 

Premiums would be fixed under the legislation— 
up to $1.75 every two weeks for single employees 
and $4.25 for workers with dependents—and the 
government would match the contributions. How- 
ever, benefits would not be fixed, depending in- 
stead on the amount of money in the fund. 

Up to 120 days of hospitalization is provided in 
the measure, though this also would depend on the 
fiscal setup of the plan; the surgical benefits would 
be on the basis of “reasonable, necessary, and cus- 
tomary charges .. .” and the plan would pay 80% 
of charges or major medical care up to $1,500, 
after a deduction of $100, and 100% of costs above 
$1,500. 

The commission would be authorized to provide 
alternative benefits which could include deductible 
and coinsurance provisions. 

Cost of the measure was estimated at about 300 
million dollars annually to the government, com- 
pared with the administration’s proposed maximum 
of 210 million dollars. An estimated 1,800,000 
civilian workers and their 2,700,000 dependents 
would be eligible for the insurance. 


MISCELLANY 


The Food and Drug Administration has again 
called drug manufacturers’ attention to the require- i; 
ment that “sustained release” drugs be pretested ¥ 
for safety even though the contents would be safe AG 
in regular form. The agency noted that “sustained 
release” drugs—those with special coatings de- brand: 
signed to release doses in the system at specified 
intervals—are being used with increasing frequency. 
The notice to manufacturers, FDA said, is aimed at 
providing “additional protection of consumers from 
overdosage caused by too rapid release of active 
ingredients or lack of benefit caused by failure of a 
tablet to disintegrate fast enough.” 

The Department of Agriculture reported that 
90% or more of radioactive contamination can 
removed from farm land by raking off straw mulch, 
removing sod, or scraping off 2 to 3 in. of soil. Roll- 
ing contaminated land or spraying it with asphalt 
had little effect on contamination, according to the 
department. 
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AMERICAN MEDICAL ASSOCIATION: Dr. F. J. L. Blasingame, 535 
North Dearborn St., Chicago 10, Executive Vice-President. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 
1960 Annual Meeting, Miami Beach, Fla., June 13-17. 
1960 Clinical Meeting, Washington, D. C., Nov. 29-Dec. 2. 
1961 Arinual Meeting, New York City, June 26-30. 
1961 Clinical Meeting, Denver, Nov. 28-Dec. 1. 


AMERICAN 
1959 
June 


INTERMOUNTAIN PEDIATRIC Society, Sun Valley, Idaho, June 26-28. Dr. 
J. R. Newton, Memorial Medical Center, 2000 S. 9th E., Salt Lake City, 
Utah, Publicity Chairman. 


July 


AMERICAN Socrery or Factar Piastric Sunceny, New York City, July 17. 
Dr. Samuel M. Bloom, 123 E. 88rd St., New York 28, Secretary. 

American Society or X-ray Tecunicians, Shirley Savoy Hotel, Denver, 
July 4-9. Miss Genevieve J. Eilert, 16 14th St., Fond du Lac, Wis., 
Executive Secretary. 

Onecon Cancer CoNnFERENCE, University of Oregon Medical School, 
Portland, July 16-17. Dr. Martin A. Howard, 1115 S. W. Taylor St., 
Portland 5, Ore., Chairman. 

Rocky Mountars Cancer Conrerence, Brown Palace Hotel, Denver, 
July 22-23. Dr. N. Paul Isbell, 835 Republic Bldg., Denver 2, Chairman. 


August 


AmenicAN Concress or PuysicaL MepiciNE AND REHABILITATION, Hotel 
Leamington, Minneapolis, Aug. 30-Sept. 4. Miss Dorothea C. Augustin, 
30 N. Michigan Ave., Chicago 2, Executive Secretary. 

American Dieretic Association, Statler Hilton, Los Angeles, Aug. 25-28. 
Miss Ruth M. Yakel, 620 N. Michigan Ave., Chicago 11, Executive 
Secretary. 

American Hosprrat Association, Statler Hotel, New York City, Aug. 

4-27. Dr. Edwin L. Crosby, 18 E. Division St., Chicago, Director and 
Secretary. 

AMERICAN VETERINARY MEDICAL AssociATION, Hotel Muehlebach, Kansas 
City, Mo., Aug. 24-28, H. E, Kingman Jr., D.V.M., 600 S. Michigan 
Ave., Chicago 5, Executive Secretary. 

Brotocicat PHorocrapnHic Association, Inc., Sheraton-Mount Royal 
Hotel, Montreal, Canada, Aug. 31-Sept. 3. Miss Jane H. Waters, Box 
1668, Grand Central P. O., New York 17, Executive Secretary. 

NATIONAL MEDICAL AssocraTion, Detroit, Aug. 10-13. Dr. John T. Givens, 
1108 Church St., Norfolk, Va., Secretary. 

Nevapa Srare Mepicat Association, Reno, Aug. 19-22. Dr. Gilbert G. 
Lenz, 505 S. Arlington Ave., Reno, Nev., Chairman. 

Nontuwest Procro.ocic Socrery, Timberline Lodge, Mount Hood, Ore., 
Aug. 26-29. Dr. John L. McKay, 645 Medical Dental Bldg., Seattle 1, 
Secretary-Treasurer. 

Rocky Mountain Society, Shirley-Savoy Hotel, Denver, 
Aug. 20-22. Dr. John H. Freed, 4200 E. Ninth Ave., Denver 20, Secre- 
tary-Treasurer. 

Society ror CLINICAL AND EXPERIMENTAL Hypnosis, Fairmont Hotel, 
San Francisco, Aug. 3-5. Dr. Irving Schwartz, 2340 Sutter St., San 
Francisco 15, Chairman, Program Committee. 

SOUTHEASTERN OKLAHOMA CLINICAL SymMposiuM, McAlester Clinic, Mc- 
Alester, Aug. 8-9. Mr. Charles A. Miller, McAlester Clinic, McAlester, 
Okla., Business Manager. 

West Vincrnia State Mepicat Association, The Greenbrier, White 
Sulphur Springs, Aug. 20-22. Mr. Charles Lively, P. O. Box 1031, 
Charleston 24, Executive Secretary. 


September 


AMERICAN AssOCIATION OF MepicaL CLinics, Sheraton-Blackstone Hotel, 
Chicago, Sept. 24-26. Dr. Edwin P. Jordan, Box 58, Charlottesville, Va., 
Executive Secretary. 

AMEKICAN ASSOCIATION OF OBSTETRICIANS AND GyNECOLOGISTS, The 
Homestead, Hot Springs, Va., Sept. 10-12. Dr. E, Stewart Taylor, 4200 
E. Ninth Ave., Denver 20, Secretary. 

AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA, Mount Washing- 
ton Hotel, Bretton Woods, N. H., Sept. 24-26. Dr. William T. Fitts Jr., 
3400 Spruce St., Philadelphia 4, Secretary. 

AmeEnican CoL_Lece or GASTROENTEROLOGY, Biltmore Hotel, Los Angeles, 
Sept. 19-26. Mr. Daniel Weiss, 33 W. 60th St., New York 23, N. Y., 
Executive Director, 

AMERICAN CoLLeGe or SuRGEONS, The Traymore Hotel, Atlantic City, 
N. J., Sept. 28-Oct. 2. Dr. Paul-R. Hawley, 40 E. Erie St., Chicago 11, 
Director. 

American Co_tece or Sunceons, Onto Cuapter, Statler Hotel, Cleve- 
land, Sept. 11-12. Dr. Berton M. Bogle, 311 S. Market, Troy, Ohio, 
Secretary-Treasurer. 

AmenicAN Roentcen Ray Society, The Netherland Hilton Hotel, Cin- 
cinnati, Sept, 22-25. Dr. C. Allen Good, Mayo Clinic, Rochester, Minn., 
Secretary. 

AMERICAN Society or Parno ogists, The Palmer House, Chi- 
cago, Sept. 7-11. Mr. Claude E. Wells, 2052 N. Orleans, Chicago 14, 
Executive Secretary. 
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CENTRAL ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, Drake 
Hotel, Chicago, Sept. 24-26. Dr. Edwin J. DeCosta, 104 S. Michigan 
Ave., Chicago 3, Secretary. 

CoLLEGE or AMERICAN PatrHo.ocists, The Palmer House, Chicago, Sept. 
6. Dr. Arthur H. Dearing, Suite 2115, Prudential Plaza, Chicago 1, 
Executive Director. 

Corornapo State Mepicat Society, Brown Palace and Shirley Savoy 
Hotels, Denver, Sept. 8-11. Mr. Harvey T. Sethman, 835 Republic Bldg., 
Denver 2, Executive Secretary. 

INTERNATIONAL COLLEGE OF SuRcEons, TENNESSEE SECTION, Chattanooga, 
Sept. 28-29. Dr. William G. Step x Bldg., Chatta- 


nooga, Tenn., Regent. 

KENTUCKY Mepicar Association, Columbia Auditorium, Louisville, 
Sept. 22-24. Mr. Joseph P. Sanford, 1169 Eastern Pkwy., Louisville 17, 
Ky., Executive Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, Semi- 
annual Meeting, Ocean City, Sept. 18. Mr. John Sargeant, 1211 Cathe- 
dral St., Baltimore 1, Executive Secretary. 

MepiIcaL Procress AssEMBLY, Tutwiler Hotel, Birmingham, Ala., Sept. 
18-15. Dr. Herbert H. Thomas, 920 S. 19th St., Birmingham, Ala., 
Chairman, Publicity Committee. 

MIcHIGAN STATE MEDICAL Society, Pantlind Hotel, Grand Rapids, Sept. 
28-29, Oct. 1-3. Mr. William J. Burns, 606 Townsend St., Lansing 15, 
Mich., Executive Secretary. 

Mip-ConTINENT PsycuiaTric Association, Holiday Inn Motor Hotel, 
St. Louis County, Mo., Sept. 18-20. Dr. W. Payton Kolb, Baptist Medi- 
cal Arts Bldg., Little Rock, Ark., Secretary. 

MonTANA MeEpicAL AssociaTIon, Finlen Hotel, Butte, Sept. 17-19. Mr. 
L. Russell Hegland, 1236 N. 28th St., Billings, Mont., Executive 
Secretary. 

NATIONAL RECREATION CoNnGrESS, Morrison Hotel, Chicago, Sept. 28- 
Oct. 2. Mr. Jesse Reynolds, Department of Recreation and Parks, The 
Mosque, Laurel and Main Streets, Richmond 20, Va., Chairman. 

NortH AMERICAN FEDERATION, INTERNATIONAL COLLEGE OF SURGEONS, 
Chicago, Sept. 13-17. For information write the Secretariat, 1516 Lake 
Shore Dr., Chicago 10. 

OreGon Mepicau Society, Medford Hotel, Medford, Sept. 23-25. 
Mr. Roscoe K. Miller, 1115 S. W. Taylor St., Portland 5, Ore., Executive 
Secretary. 

TENNESSEE VALLEY MEDICAL ASSEMBLY, Chattanooga, Tenn., Sept. 28-29. 
Dr. Guy M. Francis, 109 Medical Arts Bldg., Chattanooga 2, Tenn., 
Chairman. 

UniTrep States SECTION, INTERNATIONAL COLLEGE OF SURGEONS, Palmer 
House, Chicago, Sept. 13-17. Dr. Ross T. McIntyre, 1516 Lake Shore 
Dr., Chicago 10, Executive Secretary. 

State Association, Hotel Utah Motor Lodge, Salt Lake 
City, Sept. 16-18. Mr. Harold Bowman, 42 S. 5th East, Salt Lake City 2, 
Executive Secretary. 

WASHINGTON STATE MEDICAL AssociATION, Olympic Hotel, Seattle, Sept. 
13-16. Mr. Ralph W. Neill, 1309 Seventh Ave., Seattle 1, Executive 
Secretary. 

Worwp MEpIcAL AssociaTION, Montreal, Canada, Sept. 7-12. Dr. Louis H. 
Bauer, 10 Columbus Circle, New York 19, Secretary-General. 


October 


ACADEMY OF PsycHOSOMATIC MEDICINE, Sheraton-Cleveland Hotel, Cleve- 
land, Oct. 15-17, For information write: Dr. Bertram B. Moss, Suite 
1035, 55 E. Washington St., Chicago 2, Secretary. 

AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY, The 
Palmer House, Chicago, Oct. 11-16. Dr. William L. Benedict, 15 Sec- 
ond St., S. W., Rochester, Minn., Executive Secretary. 

AMERICAN ACADEMY OF PeEpiaTRics, The Palmer House, Chicago, Oct. 
5-8. Dr. E. H. Christopherson, 1801 Hinman Ave., Evanston, IIl., 
Executive Secretary. 

AMERICAN ASSOCIATION OF MEDICAL ASSISTANTS, Benjamin Franklin Hotel, 
Philadelphia, Oct. 16-18. Mrs. Stella Thurnau, 510 N. Dearborn, Room 
924, Chicago 10, Executive Secretary. 

AMERICAN ASSOCIATION OF MepiIcaL Recorp Lipranians, Radisson Hotel, 
Minneapolis, Oct. 12-15. Miss Margaret G. Scully, 510 N. Dearborn St., 
Chicago 10, Director. 

AMERICAN COLLEGE OF CueEst PuysiciaNns, 25th Anniversary Homecom- 
ing Meeting, Albuquerque, N. M., Oct. 14-17. Mr. Murray Kornfeld, 
112 E. Chestnut St., Chicago 11, Executive Director. 

AMERICAN COLLEGE OF PREVENTIVE MepiciNe, Hotel Ambassador, At- 
lantic City, N. J., Oct. 21-22. Dr. John J. Wright, P. O. Box 1267, 
Chapel Hill, N. C., Secretary-Treasurer. 

AMERICAN HEART AssociATION, Trade and Convention Center, Philadel- 
phia, Oct. 23-27. Mr. William F. McGlone, 44 E. 23rd St., New York 
10, Secretary. 

AMERICAN MEpIcAL Waiters’ Association, Chase Hotel, St. Louis, Oct. 
2-3. Dr. Harold Swanberg, 510 Maine St., Quincy, LIl., Secretary. 

AMERICAN OTORHINOLOGIC SOCIETY FOR PLAsTic SuRGERY, INC., Conrad 
Hilton Hotel, Chicago, Oct. 11. Dr. Joseph G. Gilbert, 75 Barberry Lane, 
Roslyn Heights, N. Y., Secretary. 

AMERICAN PsyCHIATRIC AssOCIATION, Detroit Divisional Meeting, Hotel 
Statler, Detroit, Oct. 29-31. Dr. Benjamin Jeffries, 16321 Mack Ave., 
Detroit 24, Co-Chairman, Planning Committee. 

AMERICAN PusLic HEALTH AssociaTION, Convention Hall, Atlantic City, 
N. J., Oct. 19-23. Dr. Berwyn F. Mattison, 1790 Broadway, New York 
19, N. Y., Executive Director. 

AMERICAN ScHooL HEALTH AssociaTION, Claridge Hotel, Atlantic City, 
N. J., Oct. 18-23. Dr. A. O. DeWeese, 515 E. Main St., Kent, Ohio, 
Executive Secretary. 

AMERICAN Society or ANESTHESIOLOGISTS, INc., Americana Hotel, Bal 
Harbor, Fla., Oct. 5-9. Mr. John W. Andes, 188 W. Randolph St., 
Room 1101, Chicago 1, Executive Secretary. 

AMERICAN Society oF FaciaL Priastic SurcEery, Chicago, Oct. 15-17. 
Dr. Samuel M. Bloom, 123 E. 83rd St., New York 28, Secretary. 


(Continued on page 32) 
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"There is perhaps no other drug intro- 
duced in recent years which has had such a 
broad spectrum of clinical application as 
has meprobamate.* As a tranquilizer, with- 
out an autonomic component in its action, 
and with a minimum of side effects, 
meprobamate has met a clinical need in 
anxiety states and many organic diseases 


with a tension component," 


--Krantz, J. Ce, Jre: The restless patient - 
A psychologic and pharmacologic viewpoint. 
Current M. Digest 25:68, Feb. 1958, 


*Miltown 
the original meprobamate 
discovered and introduced by 


Wallace Laboratories, New Brunswick, N, Je 
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Fostex’ 


treats their acne while they wash 


... AND THIS IS HOW IT WORKS 


degreases the skin - 


dries and peels the skin 


Patients wash acne skin with Fostex instead of using 
soap. Fostex washes off excess oil. It unblocks 
pores by penetrating and softening blackheads. It 
dries and peels the skin, removing papule coverings, 
thus permitting drainage of sebaceous glands. 


Fostex contains Sebulytic®,* a combination of sur- 
face-active wetting agents with remarkable antiseb- 
orrheic, keratolytic and antibacterial actions ... 
enhanced by sulfur 2%, salicylic acid 2%, hexa- 
chlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate 
and sodium dioctyl sulfosuccinate. 


‘FOSTEX CAKE 
...in bar form 


Write for samples 


FOSTEX CREAM 
in 4,5 oz. jars 


WESTWOOD PHARMACEUTICALS 


Buffalo 13, New York 
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American Society or Prastic aND Reconstructive Surcery, Hotel 
Fountainebleau, Miami Beach, Fla., Oct. 18-23, Dr. Thomas Ray Broad- 
bent, 508 E. South Temple, Salt Lake City, General Secretary. 

AMERICAN SociETY OF TROPICAL MEpICINE AND HycGIENE, Claypool Hotel, 
Indianapolis, Oct. 28-31. Dr. Rolla B. Hill, 3575 St. Gaudens Road, 
Miami 33, Fla., Executive Secretary. 

AssocraTIon or CLINICAL Screntists, Sheraton-Park Hotel, Washington, 
D. C., Oct. 10. Dr. Robert P. MacFate, 323 Northwood Rd., Riverside, 
Ill., Secretary-Treasurer. 

Association or Lire InsuRANCE MepicaL DrrectTors OF AMERICA, 
Hotel Statler Hilton, New York City, Oct. 21-23. Dr. Royal S, Schaaf, 
Prudential Insurance Co., P. O. Box 594, Newark 1, N. J., Secretary. 

AssociATION oF MepricaL ILLusTRATORS, Seattle, Oct. 5-7. Miss Rose M. 
Reynolds, University of Nebraska College of Medicine, 42nd Dewey 
Ave., Omaha 5, Corresponding Secretary. 

CenTrRAL Association, Hotel Roosevelt, New Orleans, 
Oct. 16-17, Dr. Ralph M. Patterson, Columbus Psychiatric Institute, 
473 W. 12th Ave., Columbus 10, Ohio. 

ConGress oF NEUROLOGICAL SURGEONS, Americana Hotel, Miamia, Fla., 
Oct. 28-31. Dr. Richard L. DeSaussure, Suite 101 B, 20 S. Dudley St., 
Memphis, Tenn., Secretary-Treasurer. 

DELAWARE, MepICAL Society or, Oct. 14-15. Mr. Lawrence J. Morris Jr., 
621 Delaware Ave., Wilmington 1, Del. 

InDIANA STATE MEDICAL AssociATION, Murat Temple, Indianapolis, Oct. 
6-9. Mr. James A. Waggener, 1021 Hume Mansur Bldg., Indianapolis 4, 
Executive Secretary. 

NATIONAL REHABILITATION ASSOCIATION, Statler-Hilton Hotel, Boston, 
Oct. 26-28. Mr. Edward D. Callahan, 14 Court Square, Boston 8, Con- 
ference Chairman. 

New Hampsuirne MeEpicat Socrery, Equinox House, Manchester, Vt., 
Oct. 1-4. Mr. Hamilton S. Putnam, 18 School St., Concord, N. H., 
Executive Secretary. 

Paciric Coast OssTETRICAL & GYNECOLOGICAL Society, St. Francis Hotel, 
San Francisco, Oct. 21-24. Dr. Donald W. de Carle, 2000 Van Ness 
Ave., San Francisco, Chairman. 

PENNSYLVANIA, MEDICAL SOCIETY OF THE STATE OF, Penn-Sheraton Hotel, 
Pittsburgh, Oct. 18-23. Mr. Lester H. Perry, 230 State St., Harrisburg, 
Pa., Executive Director. 

Vermont STATE MeEpica Society, Equinox House, Manchester, Oct. 1-4. 
Mr. Getty Page, 128 Merchants Row, Rutland, Vt., Executive Secretary. 

Vmcrnta, MeEpicat Socrety or, Hotel Roanoke, Roanoke, Oct. 4-5, Mr. 
Robert I. Howard, 4205 Dover Rd., Richmond 21, Va. 

WEsTERN INDUSTRIAL MEDICAL AssocIATION, INc., Statler Hotel, Los 
Angeles, Oct. 2-3. Dr. A. C. Remington, 9851 Sepulveda Blvd., Los 
Angeles 45, Secretary. 

WestTERN OntHoPEDIc AssociATION, Brown Palace Hotel, Denver, Oct. 
18-22. Vi Mathiesen, 354 2Ist St., Oakland 12, Calif., Executive 
Secretary. 

November 


AMERICAN ASSOCIATION OF BLoop Banks, Edgewater Beach Hotel, Chi- 
cago, Nov. 4-7. Dr. John B. Alsever, Southwest Blood Banks, 1211 W. 
Washington St., Phoenix, Ariz., Secretary. 

AMERICAN CLINICAL AND CLIMATOLOGICAL ASssocIATION, The Homestead, 
Hot Springs, Va., Nov. 2-4. Dr. F. Tremaint Billings, 420 Medical Arts 
Bldg., Nashville, Tenn., Secretary. 

AMERICAN FRACTURE AssociATION, Roosevelt Hotel, New Orleans, Nov. 
1-5. Dr. H. W. Wellmerling, 610 Griesheim Bldg., Bloomington, III., 
Executive Secretary. 

AMERICAN MEDICAL WoMEN’s AssociATIONn, Arlington Hotel, Hot Springs, 
Ark., Nov. 12-15. Mrs. Lillian T. Majally, 1790 Broadway, New York 19, 
Executive Secretary. 

ASSOCIATION OF AMERICAN MeEpIcAaLt CoLLEeGces, Edgewater Beach Hotel, 
Chicago, Nov. 2-4. Dr. Ward Darley, 2530 Ridge Ave., Evanston, IIl., 
Executive Director. 

ASSOCIATION OF MILITARY SURGEONS OF THE UNITED STATES, Mayflower 
Hotel, Washington, D. C., Nov. 8-11. Lt. Col. George M. Beam, AUS, 
Ret., Suite 718, New Medical Bldg., 1726 Eye St., N. W., Washington 6, 
D. C., Executive Secretary. 

CenTRAL Socrety For Researcnu, Drake Hotel, Chicago, Nov. 
6-7. Dr. Austin S. Weisberger, 2065 Adelbert Rd., Cleveland 6, Secretary. 

CONFERENCE ON ELECTRICAL TECHNIQUES IN MEDICINE AND BIOLOGy, 
Sheraton Hotel, Philadelphia, Nov. 10-12. Dr. Herman P. Schwan, Moore 
School of Electrical Engineering, University of Pennsylvania, Philadel- 
phia, Chairman. 

District or MEDICAL Socrery or, Statler-Hilton Hotel, Wash- 
ington, D. C., Nov. Mr. Theodore Wiprud, 1718 M Street, N. W., 
Washington 6, D. C. 

GASTROENTEROLOGY ReEseEARCH Group, Drake Hotel, Chicago, Nov. 6. 
For information write Dr. Charles F. Code, Mayo Clinic, Rochester, Minn. 

GERONTOLOGICAL Socrety, INnc., Statler Hotel, Detroit, Nov. 12-14. Mrs. 
Marjorie Adler, 660 S. Kingshighway Blvd., St. Louis 10, Administrative 
Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, Mip-ATLANTIC MEETING OF THE 
U. S. Section, Homestead Hotel, Hot Springs, Va., Nov. 16-18. For in- 
formation, write Dr. E. G. Gill, 711 S. Jefferson St., Roanoke, Va. 

InTER-Socrety CytroLtocy Statler Hilton Hotel, Detroit, Nov. 
19-21. Dr. Paul A. Younge, 1101 Beacon St., Brookline 46, Mass., 
Secretary-Treasurer. 

INTERSTATE PosTGRADUATE MEDICAL ASSOCIATION OF NorTH AMERICA, 
The Palmer House, Chicago, Nov. 2-5. Mr. Roy T. Ragatz, Box 1109, 
Madison 1, Wis., Executive Secretary. 

MicuicGAN ACADEMY OF GENERAL Practice 13TH ANNUAL FALL Post- 
GRADUATE CxINIc, Sheraton-Cadillac Hotel, Detroit, Nov. 11-12. Dr. 
F. P. Rhoades, 970 Maccabees Building, Detroit 2, Convention Manager. 

NaTIOoNAL Association, Chicago, Nov. Dr. George E. 
Mueller, 59 E. Madison, Chicago 2, Secretary. 

NATIONAL Society For CHILDREN AND ApUuLTS, Palmer House, 
Chicago, Nov. 29-Dec. 2. Dr. Dean W. Roberts, 2023 W. Ogden Ave., 
Chicago 12, Executive Director. 


(Continued on page 34) 
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lowering of blood prerrure for the hypertentwe 


patient with 
—its /ow content of reserpine (0.1 mg. per tablet or tea- 


spoonful) helps to control blood pressure, usually without 
side effects, and its 15 mg. of BuTIsoL sopruM® butabar- 


bital sodium induces calmness, reduces tension. 
Tablets — Elixir —Prestabs® Butiserpine R-A (Repeat Action Tablets). 


McNEIL 
LABORATORIES, INC. 
Philadelphia 32, Pa. 


Novahistine works better 
than antihistamines alone 


Stuffy, runny noses...swollen, weepy eyes 
are more effectively relieved with Novahistine. The 
distinctly additive action of the vasoconstrictor 
and antihistamine combined in Novahistine re- 
lieves allergic symptoms more effectively than 
either drug alone. 


one dose of 2 tablets for day-long or night-long relief. 


Each long-acting tablet contains Phenylephrine HCI 
20 mg. and Chlorprophenpyridamine maleate 4 mg. 


Bottles of 50 and 250 green, film-coated tablets. 


PITMAN-MOORE COMPANY Division of Allied Laboratories, Inc., Ind Jis6, Indiana 


* Trademark 
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Omana Mip-West Society, Civic Auditorium, Omaha, Nov. 
2-5. Mrs. Reta M. Crowell, 1031 Medical Arts Bldg., Omaha 2, Execu- 
tive Secretary. 

Puerto Rico Mepicat Association, Santurce, Nov. 24-28. Mr. J. A. 
Sanchez, Box 9111, Santurce 29, Puerto Rico, Executive Secretary. 
Rapro.ocicat Society or NortH AMERICA, INnc., Palmer House, Chicago, 
Nov. 15-20. Dr. Donald S. Childs, 713 E. Genesee St., Syracuse 2, 

N. Y., Secretary-Treasurer. 

Socrety For THE ScrentiFic Stupy or Sex, Barbizon Plaza Hotel, New 
York City, Nov. 7. Mr. Robert V. Sherwin, Suite 704, 1 E. 42nd St., 
New York 17, Executive Secretary. 

SouTHERN MeEpicat Assoc1aTIon, Atlanta, Nov. 16-19. Mr. V. O. Foster, 
2601 Highland Ave., Birmingham 5, Ala., Executive Secretary-Treasurer. 

WESTERN SuRGICAL AssociaTION, The Broadmoor, Colorado Springs, Colo., 
Nov. 19-21. Dr. John T. Reynolds, 612 N. Michigan Ave., Chicago 11, 
Secretary. 


December 


ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL Disease, INc., 
Hotel Roosevelt, New York City, Dec. 11-12. Dr. Rollo J. Masselink, 
700 W. 168th St., New York 32, Secretary-Treasurer. 

New York Heart Association, Symposium on Salt and Water Metabo- 
lism, Biltmore Hotel, New York City, Dec. 11-12. Dr. Alfred P. Fishman, 
N. Y. Heart Association, 10 Columbus Circle, New York City, Chairman. 


1960 
January 


AMERICAN ACADEMY OF ALLERGY, Hollywood Beach Hotel, Hollywood- 
by-the-Sea, Fla., Jan. 11-13. Mr. James O. Kelley, 756 N. Milwaukee 
St., Milwaukee 2, Wis., Executive Secretary. 

AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS, The Palmer House, 
Chicago, Jan. 23-28. Mr. John K. Hart, 116 S. Michigan, Chicago 3, 
Executive Secretary. 

Nortuwest Society ror Researcn, Seattle, Jan. 9. Dr. John 
R. Hogness, 721 Minor Ave., Seattle 4, Secretary-Treasurer. 


February 


AMERICAN ACADEMY OF OcCUPATIONAL MEvIcINE, Williamsburg Inn, 
Williamsburg, Va., Feb. 10-12. Capt. Lloyd B. Shone, Bureau of Medi- 
cine and Surgery, Navy Dept., Washington 25, D. C., Secretary. 

AMERICAN COLLEGE OF ALLERGISTS, INC., Americana Hotel, Bal Harbour, 
Miami Beach, Fla., Feb. 28-Mar. 5, Mr. Eloi Bauers, 2160 Rand Tower, 
Minneapolis 2, Executive Vice-President. 

AMERICAN COLLEGE OF RADIOLOGY, Roosevelt Hotel, New Orleans, Feb. 
8-6. Mr. William C. Stronach, 20 N. Wacker Dr., Chicago 6, Executive 
Director. 

AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, INC., Sherman Hotel, Chicago, 
Feb. 25-27. Marion F. Langer, Ph.D., 1790 Broadway, New York 19, 
Executive Secretary. 

CAuirorNiA MEDICAL Association, Ambassador Hotel, Los Angeles, Feb. 
21-24. Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretary. 

CENTRAL SurcicaL Association, Drake Hotel, Chicago, Feb. 18-20. 
Dr. Angus D. McLachlin, Victoria Hospital, London, Ont., Canada, 
Secretary. 

NATIONAL ASSOCIATION OF METHODIST HosPpitALs AND Homes, Deshler 
Hilton Hotel, Columbus, Ohio, Feb. 16-18. Mr. Olin E. Oeschger, 740 
Rush St., Chicago 11, General Secretary. 

Society or UNiversiry SuRGEONS, Minneapolis, Feb. 11-13. Dr. Ben 
Eiseman, 4200 E. Ninth Ave., Denver 20, Secretary. 


March 


AMERICAN BRONCHO-ESOPHAGOLOGICAL AssOciATION, Deauville Hotel, 
Miami Beach, Fla., Mar. 15-16. Dr. F. Johnson Putney, 1712 Locust St., 
Philadelphia 3, Secretary. 

AMERICAN ACADEMY OF ForeENsic Sciences, Drake Hotel, Chicago, 
Mar. 3-5. Dr. W. J. R. Camp, 1853 W. Polk St., Chicago 12, Secretary- 
Treasurer. 

AMERICAN ACADEMY OF GENERAL Practice, Philadelphia, Mar. 19-24. 
Mr. Mac F. Cahal, Volker Blvd., at Brookside, Kansas City 12, Mo., 
Executive Director. 

AMERICAN ASSOCIATION FOR THE History OF MEpIcINE, INCc., Charleston, 
S. C., Mar. 24-26. John B. Blake, Ph.D., c/o Smithsonian Institution, 
Washington 25, D. C., Secretary. 

AMERICAN LARYNGOLOGICAL ASSOCIATION, Deauville Hotel, Miami Beach, 
Fla., Mar. 18-19. Dr. Lyman Richards, Massachusetts Institute of Tech- 
nology, Cambridge 39, Mass., Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL SOCIETY, 
Inc., Deauville Hotel, Miami Beach, Fla., Mar. 15-17. Dr. C. Stewart 
Nash, 708 Medical Arts Bldg., Rochester 7, N. Y., Secretary. 

AMERICAN OroLocicaL Society, Deauville Hotel, Miami Beach, Fla., 
Mar, 13-14. Dr. Lawrence R. Boies, University Hospital, Minneapolis 
14, Minn., Executive Secretary-Treasurer. 

AMERICAN OTORHINOLOGIC SOCIETY FOR PLASTIC SuRGERY, INC., Deauville 
Hotel, Miami Beach, Fla., Mar. 6-13. Dr. Joseph G. Gilbert, 75 Barberry 
Lane, Roslyn Heights, N. Y., Secretary. 

AMERICAN PsycHosoMatic Society, Sheraton-Mount Royal Hotel, Mont- 
real, Mar. 26-27. Miss Joan K. Erpf, 265 Nassau Rd., Roosevelt, N. Y., 
Executive Assistant. 

AMERICAN Rapium Society, Caribe Hilton Hotel, San Juan, Puerto Rico, 
Mar. 17-19. Dr. Robert L. Brown, Robert Winship Clinic, Emory Uni- 
versity, Atlanta 22, Ga., Secretary. 

Nationat Councit, Nationat HEALTH Forum, Miami, Fla., 
Mar. 13-18. Mr. Philip E. Ryan, 1790 Broadway, New York 19, Execu- 
tive Director. 

NATIONAL MULTIPLE ScLEROsis Society, New York City, Mar. 8. Mr. 
Donald Vail, 257 Fourth Ave., New York 10, Secretary. 


(Continued on page 36) 
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The response to an antidiarrheal preparation is directly linked 


& to the effectiveness of its adsorbent. In both POLYMAGMA 
4 and PoLYMAGMA Plain, the new agent Claysorb* gives 
+a you a previously unattainable adsorptive power... 
% proved to be five times beyond that of kaolin in 
So removing diarrhea-causing toxins. In addition, 
% POLYMAGMA and POLYMAGMaA Plain protect 
- » the irritated intestinal walls, promote 
& well-formed stools, help restore 
% healthy intestinal function. 
% 
POLYMAGMA 
For bacterial diarrhea— be 
bactericidal against many pathogens . 
POLYMAGMA Plain 
For nonbacterial diarrhea— 4 


same formula but without antibiotics Y 


Polymagma 


Dihydrostreptomycin Sulfate, Polymyxin B Sulfate, 
and Pectin with Claysorb* (Activated Attapuigite, 


Wyeth) in Alumina Gel 


® 
*Trademark Philadelphia 1, Pa. 
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36 MEETINGS 


NevnosuncicaL Socrery or AMERICA, Del Monte Lodge, Calif., Mar. 30- 
Apr. 2. Dr. Raymond K. Thompson, 803 Cathedral St., Baltimore 1, 
Secretary. 

Sourneastrern Suncicat Concress, Roosevelt Hotel, New Orleans, Mar. 
21-24. Dr. B. T. Beasley, 1032 Hurt Bldg., Atlanta 3, Ga., Executive 
Secretary. 

SuacicaL Concress, Riviera Hotel, Las Vegas, Nev., Mar. 
28-31. Miss Mary O’Leary, 1213 Medical Arts Bldg., Oklahoma City, 
Okla., Executive Secretary. 


April 


ALABAMA, MEDICAL ASSOCIATION OF THE STATE oF, Admiral Semmes 
Hotel, Mobile, Apr. 21-23. Mr. W. A. Dozier Jr., 19 S. Jackson St., 
Montgomery 4, Executive Secretary. 

AMERICAN ACADEMY OF Neuro tocy, Eden Roc Hotel, Miami, Fla., Apr. 
25-30. Mrs. J. C. McKinley, 4307 E. 50th St., Minneapolis 17, Executive 
Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Statler-Hilton, New York City, 
Apr. 11-16. Dr. Louis B. Flexner, Dept. of Anatomy, School of Medicine, 
Univ. of Pa., Philadelphia 4, Secretary-Treasurer. 

AMERICAN AssocIATION OF ImmuUNOLOGISTS, Chicago, Apr. 11-15. Dr. 
Calderon Howe, Columbia Univ. College of Physicians and Surgeons, 
New York 22, Secretary-Treasurer. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTs, Hotel 
Peabody, Memphis, Tenn., Apr. 28-30. Dr. Russell L. Holman, Dept. 
of Pathology, L. S. U. School of Medicine, New Orleans, La., Secretary. 

AMERICAN AssocIATION OF Surncrons, Drake Hotel, Chicago, 
Apr. 7-9. Mr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Executive Secretary. 

Amenican CoLLeGe or AND GYNECOLOGISTS, Netherland 
Hilton Hotel, Cincinnati, Apr. 2-6. Mr. Donald F. Richardson, P. O. 
Box 749, Chicago 90, Executive Secretary. 

Amenican CoLLece or Puysic1ans, Mark Hopkins & Fairmont, San Fran- 
cisco, Apr. 4-9. Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, 
Executive Secretary. 

AMERICAN GASTROENTEROLOGICAL AssocIATION, Roosevelt Hotel, New 
Orleans, Apri] 1-2, Dr. Franz J. Ingelfinger, 65 E. Newton St., Boston 
18, Secretary. 

Amenican Puysiococicat Socrery, Chicago, Apr. 11-15. Ray G. Daggs, 
D.Sc., 9650 Wisconsin Ave., Washington 14, D. C., Executive Secretary. 

AmenicaN Pustic Association, Southern Branch, Memphis, 
Tenn., Apr. 13-15. Dr. L. M. Graves, Shelby County Health Depart- 
ment, Memphis, Tenn., Chairman, Local Arrangements Committee. 

AMERICAN Society or BrococicaL Cuemusts, INc., Chicago, Apr. 11-16. 
Dr. Frank W. Putnam, Dept, of Biochemistry, Univ. of Florida, Gaines- 
ville, Secretary. 

American Socrety or INTERNAL Mepicine, Mark Hopkins Hotel, San 
Francisco, Apr. 1-3. Mr. Robert L. Richards, 350 Post St., San Francisco, 
8, Executive Director. 

AMERICAN SocreTy FOR PHARMACOLOGY AND EXPERIMENTAL THERA- 
peutics, Inc., Chicago, April. Dr. Karl H. Beyer Jr., Merck Sharp and 
Dohme Research Labs., West Point, Pa., Secretary. 

AMERICAN SocreTy FoR THE Stupy or StEertmity, Sheraton-Gibson Hotel, 
Cincinnati, Apr. 1-3, Dr. Herbert H. Thomas, 920 S. 19th St., Birming- 
ham 5, Ala., Executive Secretary. 

AMERICAN SuncicaL AssociaTIon, The Greenbrier, White Sulphur Springs, 
W. Va., Apr. 3-6. Dr. W. A. Altemeier, Cincinnati General Hospital, 
Cincinnati 29, Secretary. 

ARKANSAS MEDICAL Society, Pine Bluff, Apr. 18-20. Mr. Paul C. Schaefer, 
218 Kelley Bldg., Fort Smith, Ark., Executive Secretary. 

Frornma Mepicat Association, Robert Meyer Hotel, Jacksonville, Apr. 
8-12. Mr. W. Harold Parham, 735 Riverside Ave.,- Jacksonville 3, Fla., 
Executive Director. 

Harvey Cusuine Socrery, Fairmont Hotel, San Francisco, Apr. 18-17. 
Dr. Edmond J. Morrisey, 450 Sutter St., San Francisco, Chairman. 

Hawau Mepican Association, Apr. 28-May 1. Mr. Lee McCaslin, 510 S. 
Beretania, Honolulu 13, Executive Secretary. 

INDUSTRIAL MeEpicaL Association, Rochester, N. Y., Apr. 26-29. Mr. 
Clark D. Bridges, 28 E. Jackson Blvd., Chicago 4, Managing Director. 

Iowa StTaTE Mepicat Socrety, Savery Hotel, Des Moines, Apr. 24-27. 
Mr. Donald L. Taylor, 529 36th St., Des Moines 12, Iowa, Executive 
Director. 

MARYLAND, MEDICAL AND Curmurcicat FacuLty OF THE STATE oF, The 
Alcazar, Baltimore, Apr. 20-22. Mr. John Sargeant, 1211 Cathedral St., 
Baltimore 1, Executive Secretary. 

Nepraska STATE MepicaL Association, Hotel Cormbhusker, Lincoln, 
April. Mr. M. C. Smith, 1315 Sharp Building, Lincoln 8, Neb., Executive 
Secretary. 

Norta Dakota State MeEpicat Association, Dacotah Hotel, Grand 
Forks, Apr. 80-May 8. Mr. Lyle A. Limond, Box 1198, Bismarck, N. D., 
Executive Secretary. 

Tennessee STATE Mepicat AssociaTION, The Maxwell House, Nashville, 
Apr. 10-18. Mr. Jack E. Ballentine, 112 Louise Ave., Nashville 5, Tenn., 
Executive Director. 

Texas Mepicat Association, Hotel Texas, Fort Worth, Apr. 9-12. Mr. 
C. Lincoln Williston, 1801 N. Lamar Blvd., Austin, Texas, Executive 
Secretary. 

May 


Agrospace MeEpicat Association, Americana Hotel, Bal Harbour, Fla., 
May 9-11. Dr. William J. Kennard, Aerospace Medical Association, 
Washington Natl. Airport, Washington 1, D. C., Secretary-Treasurer. 

AMERICAN AssociATION OF GeENITO-URINARY SURGEONS, Dearborn Inn, 
Dearborn, Mich., May 11-13. Dr. William J. Engel, 2020 E. 93rd St., 
Cleveland 6, Secretary. 


J.A.M.A., June 27, 1959 


American or Caarpro.ocy, Indianapolis, May. Dr. Philip 
Reichert, 2709 Empire State Bldg., New York 1, Executive Director. 

AMERICAN FEDERATION FOR CLrIniIcAL REsEARCH, Chalfonte-Haddon Hall, 
Atlantic City, N. J., May 2. Mr. James E. Bryan, 250 W. 57th St., New 
York 19, Executive Secretary. 

AMERICAN GYNECOLOGICAL SocreTy, Williamsburg Inn, Williamsburg, Va., 
May 30-June 1. Dr. Andrew A. Marchetti, Georgetown Univ. Hosp., 
Washington 7, D.C., Secretary. 

AMERICAN OPHTHALMOLOGICAL Society, The Broad Col 
Springs, Colo., May 16-18. Dr. Maynard C. Wheeler, 30 W. 59th St., 
New York 19, Secretary. 

AMERICAN PepratTric Society, New Ocean House, Swampscott, Mass., 
May 5-6. Dr. Aims C. McGuinness, 2800 Quebec St., N. W., Washington 
8, D. C., Secretary-Treasurer. 

AMERICAN PsycuiaTnic AssociaATION, INc., Hotel Traymore, Atlantic City, 
N. J., May 9-13. Dr. C. H. Hardin Branch, 156 Westminster Ave., Salt 
Lake City 15, Utah, Secretary. 

AMERICAN Society For CLINICAL INVESTIGATION, Haddon Hall, Atlantic 
City, N. J., May 1-2. Dr. Saul J. Farber, N. Y. U. College of Medicine, 
550 First Ave., New York 16, Secretary. 

AMERICAN SOCIETY OF MAXILLOFACIAL SuRGEONS, Ambassador Hotel, 
Los Angeles, May 15-18. Dr. Edward C. Hinds, 1508 Medical Towers, 
Houston 25, Texas, Secretary. 

AMERICAN TRUDEAU Society, Statler and Biltmore Hotels, Los Angeles, 
May 16-18. Mr. Frank W. Webster, 1790 Broadway, New York 19, 
Executive Secretary. 

AMERICAN UROLOGICAL AssocraTion, Inc., The Palmer House, Chicago, 
May 16-19. Mr. William P. Didusch, 1120 N. Charles St., Baltimore 1, 
Executive Secretary. 

ASSOCIATION OF AMERICAN Puysic1ans, Haddon Hall, Atlantic City, N. J., 
May 3-4. Dr. Paul B. Beeson, Yale Univ. School of Medicine, New 
Haven 11, Conn., Secretary. 

Louisiana STATE MepicaL Society, Capitol House, Baton Rouge, May 
2-4. Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, Secretary- 
Treasurer. 

MINNESOTA STATE MeEpicaL Association, Kahler Hotel, Rochester, May. 
Mr. Harold W. Brunn, 496 Lowry Medical Arts Bldg., St. Paul 2, Execu- 
tive Secretary. 

Mississipp1 STATE MepicAL Association, Hotel Heidelberg, Jackson, May 
10-12. Mr. Rowland B. Kennedy, P. O. Box 4606, Fondren Station, 
Jackson, Miss., Executive Secretary. 

NATIONAL TuBERCULOsSIS AssocIATION, Statler & Biltmore Hotels, Los 
Angeles, May 15-20. Mr. James G. Stone, 1790 Broadway, New York 
19, Executive Secretary. 

New Jersey, Mepicar Society or, Chalfonte-Haddon Hall, Atlantic City, 
May 14-18. Mr. Richard I. Nevin, P. O. Box 904, Trenton 5, N. J., 
Executive Officer. 

New Mexico Mepicau Society, Western Skies Hotel, Albuquerque, May 
10-13. Mr. Ralph R. Marshall, 220 First National Bank, Albuquerque, 
N. M., Executive Secretary. 

Nortu Mepicar Society, Hotel Sir Walter, Raleigh, May 1-4. 
Mr. James T. Barnes, Capital Club Bldg., Raleigh, N. C., Executive 
Secretary. 

Onto State Mepicat Association, Sheraton Cleveland, Cleveland, week 
of May 15. Mr. Charles S. Nelson, 79 E, State St., Columbus 15, Execu- 
tive Secretary. 

OKLAHOMA STATE Mepicat Association, Oklahoma City, May 1-4. Mr. 
R. H. Graham, 601 N. W. Expressway, Oklahoma City, Okla., Executive 
Secretary. 

Society or AMERICAN Bellvue-Stratford Hotel, Phila- 
delphia, May 1-5. Dr. E. M. Foster, 311 Bacteriology, U. of Wisconsin, 
Madison 6, Secretary. 

Society oF PepiaTRic Researcu, New Ocean House, Swampscott, Mass., 
May 3-5. Dr. Clark D. West, The Children’s Hospital, Cincinnati 29, 
Secretary. 

Sourn Carotina MepicaL Association, Ocean Forest Hotel, Myrtle 
Beach, May 17-19. Mr. M. L. Meadors, 309 W. Evans St., Florence, 
S. C., Executive Secretary. 

SrupENT AMERICAN MEDICAL ASSOCIATION, Statler-Hilton Hotel, Los 
Angeles, May 5-8. Mr. R. F. Staudacher, 430 N. Michigan, Chicago 11, 
Executive Director. 

Wisconsin, STATE MeEpicat Society or, Hotel Schroeder, Milwaukee, 
May 3-5. Mr. C. H. Crownhart, 330 E. Lakeside St., Madison 5, Wis., 
Secretary. 


June 


American Geriatrics Society, Americana Hotel, Miami Beach, Fla., 
June 9-10. Dr. Richard J. Kraemer, 2907 Post Road, Warwick, R. I., 
Secretary. 

July 


AMERICAN GorTER AssociATION, Royal College of Surgeons, London, Eng- 
land, July 5-9. Dr. John C. McClintock, 149% Washington Ave., Albany 
10, N. Y., Secretary. 

August 


AMERICAN HospiTaL Association, Civic Auditorium, San Francisco, Aug. 
27-Sept. 1. Mr. Maurice J. Norby, 18 E. Division St., Chicago, Assistant 
Director. 

September 


AMERICAN ASSOCIATION OF BLoop Banks, Fairmont Hotel, San Francisco, 
Sept. 5-9. Mrs. Bernice M. Hemphill, 270 Masonic Ave., San Francisco, 
Treasurer. 


(Continued on page 38) 
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in peptic ulcer... 


KEEPS THE MIND 
OFF THE STOMACH 


...THE STOMACH 
FREE OF PAIN 


direct antispasmodic action plus control of anxiety and tension 


MILPATH-400 — Yellow, scored tablets of 400 mg. 
NOW... meprobamate and 25 mg. tridihexethyl chloride 
(formerly supplied as the iodide). Bottle of 50. 


2 Milpath forms DOSAGE: 1 tablet t.id. at mealtime and 2 at bedtime. 


Sor adjustability MILPATH-200—Yellow, coated tablets of 200 mg. 
meprobamate and 25 mg. tridihexethyl chloride. 


of dosage Bottle of 50. 


DOSAGE: | or 2 tablets t.i.d. at mealtime and 
2 at bedtime. 


®Miltown + anticholinergic 


® 
WALLACE LABORATORIES New Brunswick, N, J. WW) 
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MEETINGS 


October 


Wesrexn Mepicar Association, San Francisco, Oct. 7-8. For 
information write: Dr. David D. Holaday, c/o American Can Company, 
Third and 20th Streets, San Francisco. 


INTERNATIONAL AND FOREIGN 
1959 


June 


INTERNATIONAL CONFERENCE ON Mepicat ELectronics, UNESCO Bldg., 
Paris, June 24-27. Dr. F. Brackett, National Institutes of Health, 
Bethesda 14, Md., Regional Program Representative. 

Ints# Mepican AssocraTion, Killarney, June 29-July 3. Dr. Noel Reilly, 10, 
Fitzwilliam Place, Dublin, Ireland, Medical Secretary. 


July 


Brrrish Mepicat Association, Edinburgh, Scotland, Tuly 18-24. For in- 
formation address: The Secretary, British Medical Association, Tavistock 
Square, London, W. C. 1, England. 

CANADIAN Mepicat Association, Edinburgh, Scotland, July 18-24. Dr. 
A. D. Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 
Concress on Cuacas’ Disease, Rio de Janeiro, July 6-12. For information 
write: Miss Natalie E, Fossati, Cancer Research Institute, New England 

Deaconess Hospital, 194 Pilgrim Rd., Boston 15. 

Evnopran Concress or Nevnosuncery (Friast), Zurich, Switzerland, July 
16-19. Dr. Gerhard Weber, c/o Hospital Cantonal, Clinique Neuro- 
chirurgicale, Ramistrasse 100, Zurich, Switerzerland. 

INTERNATIONAL CONGRESS OF PepiaTrics, Montreal, Que., July 19-25. 
For information address: Dr. R. L. Denton, 2300 Tupper St., Montreal 
25, Que. 

InTeERNATIONAL ConGress or PLastic Suncery, London, England, July 
13-17. Mr. David Matthews, 152 Harley St., London, W. 1, England. 

INTERNATIONAL CoNnGrEsSs OF RaprIoLocy, Munich, July 23-30. 
For information write: Sekretariat, des 9, International gr fiir 
Radiologie, Reitmorstrasse 29, Munich 22, Germany. 

INTERNATIONAL CONGRESS OF SCHOOL AND University HEALTH (THIRD), 
Paris, France, July 6-8. For information write: Comite d’Organisation 
du Congres d’Hygiene Scolaire et Universitaire, 13, rue du Four, Paris 
6e, France. 

INTERNATIONAL MepicaL ConGress ON MENTAL RETARDATION (Fist), 
Eastland Hotel, Portland, Maine, July 27-31. Dr. Ella Langer, State 
House, Augusta, Me., Chairman, Committee on Finance and Arrange- 
ments. 

INTERNATIONAL PSYCHOANALYTICAL AssocIATION, Copenhagen, Denmark, 
July 26-30. Miss Pearl King, 37 Albion St., London, W. 2, England, 
Secretary-General. 

INTERNATIONAL UNION OF THE MEDICAL Press (41TH Concress ), Cologne, 
Germany, July 3-5. Dr. Stockhausen, Brabanterstr. 13, Cologne, Ger- 
many, Secretary-General, 

Oxrorp OpHTHALMOLOGICAL ConGress, Oxford, England, July 6-8. For 
information write: Dr. I. Fraser, 21 Dogpole, Shrewsbury, England. 

Suaro Founpation SyMPosiuM oN CARDIOVASCULAR Diseases, Hotel 
Tequendama, Bogota, Colombia, July 27-31. Dr, Alberto Vejarano, 
Fundacion A. Shaio, Clinica: Carretera de Suba, Bogota, Colombia. 


August 


INTERNATIONAL ASSOCIATION OF LIMNOLOGY, Vienna & Salzburg, Austria, 
Aug. 20-Sept. 8. For information address: Secretary, Biologische Station, 
Lunz am See, Austria. 

INTERNATIONAL CONGRESS FOR THE History OF Scrence, Barcelona & 
Madrid, Spain, Aug. 30-Sept. 6. Prof. J. Vernet, Universidad de Barce- 
lona, Barcelona, Spain, Secretary-General. 

INTERNATIONAL CONGRESS OF PHYSIOLOGICAL SCIENCES, Buenos Aires, 
Argentina, Aug. 9-15. A. O. M. Stoppani, Facultad de Ciencias Medicas, 
Paraguay 2151, Buenos Aires, Argentina. 

INTERNATIONAL CONGRESS FOR SPEECH AND Voice THERAPY, London, 
England, Aug. 17-22. Miss M. Carter, 46 Cannonbury Square, London, 
N. 1, England, Secretary. 

PAN-AMERICAN CONGRESS OF VETERINARY MEDICINE, Kansas City, Mo., 
U.S. A., Aug. 23, Dr. Benjamin D. Blood, P.O. Box 99, Azul, Buenos 
Aires Province, Argentina, Secretary-General. 

Worip ConreRENCE ON MepiIcaL Epvucation, Palmer House, Chicago, 
U.S. A., Aug. 30-Sept. 4. For Louis H 
Bourr, 10 Columbus Circle, New York 19, 

Worip Concress or THE Dear, Germany, Aug. 22- 
26. For information write: Organisations-Biiro, Deutscher Genorlosen 
Bund, Gabelsbergerstrasse 2, Frankfurt am Main, Germany. 

Feperation ror MentTAL Heattn, Barcelona, Spain, Aug. 30- 
Sept. 5. Miss Esther M. Thornton, 19 Manchester St., London, W. 1, 
England, Secretary-General. 


September 


Concress or INTERNATIONAL UNION oF RatLWAy MEDICAL SERVICES, 
Lucerne, Switzerland, Sept. 21-24. Dr. J. Ortega, 13, rue de Chateau- 
London, Paris 10, France, Secretary-General. 

Evropean Concress oF ALLERGY, London, England, Sept. 2-4. For in- 
formation address: British Association of Allergists, Write: Fleming 
Institute, St. Mary’s Hospital, London, W. 2, England. 
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European ConGress oF RHEUMATISM, Istanbul, Turkey, Sept. 18-21. For 
Information address: Professor Hami Kocas, Medical School, Ankara, 
Turkey. 

European Society or HAEMATOLOGY (SEVENTH CoNGRESS), Bedford 
College, London, Sept. 7-12. For information write: Dr. E. Neumark, 
Department of Pathology, St. Mary’s Hospital, London, W. 2 

EvuROPEAN SYMPOSIUM ON PoLIOMYELITIS, FirtH, Munich, Germany, Sept. 
6-9. Dr. P. Recht, 56, rue Charles-Legrelle, Brussels, Belgium, Secretary- 
General. 

INTERNATIONAL CARDIOVASCULAR Society, Munich, Germany, Sept. 18-20. 
Dr. Henry Haimovici, 715 Park Ave., New York 21, Secretary-General. 

INTERNATIONAL CONGRESS OF AIR POLLUTION, New York City, Sept. 9-10. 
For information write: American Society for Mechani Eng 
29 W. 39th St., New York 18. 

INTERNATIONAL CONGRESS OF CANCER CyToLocy, Madrid, Spain, Sept. 21- 
Oct. 3. For information write: Mrs. E. L. Maselli, P.O. Box 633, Coral 
Gables, Fla. 

INTERNATIONAL CONGRESS OF NEPHROLOGY, Geneva, Switzerland, and 
Evian, France, Sept. 3-5. For information write: Dr. G. Richet, Hospital 
Necker, 149 me de Sevres, Paris 7e, France. 

INTERNATIONAL LeEaGuE AGAINST RHEUMATISM, Istanbul, Turkey, Sept. 
18-21. For information write: Prof. Hami Kocas, Medical School, Ankara, 
Turkey. 

INTERNATIONAL SYMPOSIUM ON ANTI-INFECTIOUS AND ANTIMITOTIC 
CHEMOTHERAPY, Geneva, Switzerland, Sept. 12-13. For information 
write Dr. P. Rentchnick, Case Stand 471, Geneva, Switzerland. 

INTERNATIONAL TUBERCULOSIS CONFERENCE, Istanbul, Turkey, Sept. 11- 
18. Dr. T. I. Gokee, Selime Hatun, Mezarlik Sokak, Taksim, Istanbul, 
Turkey, Secretary-General. 

INTERNATIONAL UNION OF THE MEDICAL Press, Cologne, Germany, Sept. 
21-24. Dr. Stockhausen, Secretary of B ammer, Cologne, 
Germany. 

Wortp Concress ror Puysicat THerapy, Paris, France, Sept. 6-12. For 
information write: Miss M. J. Neilson, Tavistock House, Tavistock 
Square, London, W. C. 1, England. 

Mepicat Association, Montreal, Canada, Sept. 7-12. Dr. Louis 
H. Bauer, 10 Columbus Circle, New York 19, Secretary-General. 


October 


British MEDICAL AssociATION, ANNUAL CLINICAL MExrTING, Norwich, 
Oct. 22-25. For information write: Dr. W. Hedgcock, B. M. A. House, 
Tavistock Square, London, W. C. 1, England. 

CANADIAN SOCIETY FOR THE Stupy oF FERTILITY, Queen Elizabeth Hotel, 
Montreal, Oct. 23-24. Dr. Jean F. Campbell, 238 Queen’s Ave., London, 
Ont., Canada, Secretary-Treasurer. 

CONGRESS OF THE ASSOCIATION OF FRENCH SPEAKING Puysicians, Lau- 
sanne, Oct. 7-9. For information write: Prof. Delore, 13, rue Jarente, 
Lyon, France. 

CONGRESS OF THE FRENCH-SPEAKING ASSOCIATION OF PEDIATRICS (17TH), 
Montpellier, France, Oct. 12-14. Prof. Jean Captal, 2, Enclos Tissie 
Sarrus, Montpellier, France, Congress President. 

INTERNATIONAL CONGRESS OF THERAPEUTICS, Strasbourg, France, Oct. 
19-31. For information write: Professor Fontaine, Doyen de la Faculte 
de Strasbourg, France, President. 

INTERNATIONAL CONVENTION ON NUTRITION AND VITAL SUBSTANCES 
(51H), Konstanz-Zurich, Switzerland, Oct. 7-11. For information write: 
Secretary-General, Bemmeroderstr. 61, Hannover-Kirchrode, Germany. 

INTERNATIONAL UNION AGAINST THE VENEREAL DISEASES AND THE 
TREPONEMATOSES, London, Oct. 13-17. For information write: Institut 
Alfred Fournier, 25 Boulevard Saint-Jacques, Paris 14, France. 


November 


BauAMas MEDICAL CoNnFERENCE, British Colonial Hotel, Nassau, Nov. 27- 
Dec. 17. For information write: Dr. B. L. Frank, P.O. Box 4037, Fort 
Lauderdale, Fla. 


December 


BAHAMAS SURGICAL CONFERENCE, British Colonial Hotel, Nassau, Dec. 28- 
Jan. 16. For information write: Dr. B. L. Frank, P. OC. Box 4037, Fort 
Lauderdale, Fla. 


1960 
January 


BAHAMAS MEDICAL SERENDIPITY CONFERENCE (SECOND), British Colonial 
Hotel, Nassau, Jan. 17-30. For information write: Dr. B. L. Frank, P. O. 
Box 4037, Fort Lauderdale, Fla. 

PAN-AMERICAN CONGRESS OF OPHTHALMOLOGY, Caracas, Venezuela, Jan. 
$1-Feb. 7. For information address: Mr. Moacyr, E. Alvaro, 1151 Conso- 
lacao, Sao Paulo, Brazil. 


March 
INTERNATIONAL SYMPOSIUM ON “THE BLOOD PLATELETS,” Henry Ford 
Hospital, Detroit, March 17-19. Shirley A. Johnson, Ph.D., Henry Ford 
Hospital, Detroit 2, Chairman. 


(Continued on page 40) 


al 
* 
: 
bie 
al 
: 
AS 


Methocarbamol Robins 


U.S. Pat. No. 2770649 


Summary of six published clinical studies: 
ROBAXIN BENEFICIAL IN 92.4% OF 
SKELETAL MUSCLE SPASM CASES 


PATIENTS RESPONSE 
“marked” moderate slight none 
Carpenter* 33 26 6 4 - 
“pronounced” 
Forsyth? 58 20 1 
Lewis? 38 6 7 
O'Doherty & “excellent” 
Shields * 17 14 2 0 
“significant” 
Park® 30 27 — 2 1 
Plumb 60 - 5 
(78.0%) (14.4%) 


Fiber of skeletal muscle relaxed (photomicrographs) : 
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TABLETS 


e Highly potent—and long acting."”* 


e Relatively free of adverse 
side effects.””*** 


e In ordinary dosage, does not reduce 
muscle strength or reflex activity.’ 


REFERENCES: 1. Carpenter, E. B.: Southern M. J. 51:627, 
1958. 2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Lewis, 
W. B.: California Med. 90:26, 1959. 4. O’Doherty, D. S., 
and Shields, C. D.: J.A.M.A. 167:160, 1958. 5. Park, H. W.: 
J.A.M.A. 167:168, 1958. 6. Plumb, C. S.: Journal-Lancet 
78:531, 1958. 


A. H. ROBINS CO., INC., Richmond 20, Virginia 
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April 


ASSOCIATION OF NATIONAL EUROPEAN AND MEDITERRANEAN SOCIETIES OF 
Gasrno-Enrenotocy (ASNEMGE), 6TH Concress, Leiden, Nether- 
lands, Apr. 20-24. For information write: ASNEMGE, 22, avenue 
d’Amerique, Anvers, Belgium. 

Banwamas Mepicat Conrerence, British Colonial Hotel, Nassau, Apr. 
1-14, For information write: Dr. B. L. Frank, P.O, Box 4037, Fort 
Lauderdale, Fla. 


May 


Astan-Paciric Concress or CanpioLocy (Seconp), Melbourne, Aus- 
tralia, May 23-28. Dr. A. E. Doyle, Alfred Hospital, Melbourne, S. 1, 
Victoria, Australie, 

INTERNATIONAL COLLEGE OF SURGEONS, INTERNATIONAL CONGRESS, Rome, 
Italy, May 15-18, For information write the Secretariat, 1516 Lake 
Shore Dr., Chicago 10. 

Pan AMERICAN MepIcaL Association Concress, Mexico City, May 2-11. 
Dr. Joseph J. Eller, 745 Fifth Ave., New York 22, Director General. 


June 


CANADIAN Mepicat Association, Banff, Alberta, June 13-17. Dr. A. D. 
Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 

INTERNATIONAL ConGcress oF CiinicaL PatrHo.ocy, Madrid, Spain, June 
13-17. Dr. J. Aparicio Garrido, Sandoval 7, Madrid, Spain, Secretary- 
General. 

INTERNATIONAL CONGRESS OF Puysi0-PATHOLOGY OF ANIMAL REPRODUC- 
TION AND ARTIFICIAL INSEMINATION, Amsterdam, Netherlands, June 
13-17. Dr. J. Edwards, Milk Marketing Board, Thames, Surrey, England, 
Secretary. 


July 


INTERNATIONAL ConGress AGAINST ALCOHOLISM, Stockholm, Sweden, 
July 3l-Aug. 5. Dr. Archer Tongue, Case Gare 49, Lausanne, Switzer- 
land, Secretary-General. 

INTERNATIONAL CoNnGRESS OF ENDOCRINOLOGY, Copenhagen, Denmark, 
July 18-23. For information address: Dr. Henry H. Turner, 1200 N. 
Walker, Oklahoma City 3, Okla., U.S.A. 

INTERNATIONAL ConGress ON Gorrer, London, England, July 6-8. For 
information write: Dr. John C. McClintock, 149% Washington Ave., 
Albany, N. Y., U.S.A. 

INTERNATIONAL CONGRESS ON OcCUPATIONAL HEALTH, Waldorf-Astoria, 
New York, N. Y., U.S. A., July 25-29. Dr. Leo Wade, 15 West 51st St., 
New York, N. Y., U.S. A., Chairman. 


August 


INTERNATIONAL ConGress OF CLINICAL CHEMISTRY, Edinburgh, Scotland, 
Aug. 14-19. For information address: Dr. S. C. Frazer, Clinical Labora- 
tory, Royal Infirmary, Edinburgh, Scotland. 

INTERNATIONAL CONGRESS ON DiSEASES OF THE CHEST, sponsored by the 
Council on International Affairs, American College of Chest Physicians, 
Vienna, Austria, Aug. 28-Sept. 1. Mr. Murray Kornfeld, 112 E. Chest- 
nut St., Chicago 11, Executive Director. 

INTERNATIONAL ConGress Or GERONTOLOGY, San Francisco, Calif., 
U.S. A., Aug. 7-14. Mr. Louis Kuplan, 722 Capitol Ave., Sacramento, 
Calif., U.S. A., Executive Secretary. 

INTERNATIONAL ConGress OF INTERNAL MEDICINE (SIXTH), Basel, Swit- 
zerland, Aug. 24-27. For information write the Secretariat, Sixth Inter- 
national Congress for Internal Medicine, 13, Steinentorstre, Basel, 
Switzerland. 

INTERNATIONAL CONGRESS OF PuysicaL Mepicing, Washington, D.C., 
U.S.A., Aug. 21-26. For information write: Dr. W. J. Zeiter, 2020 
E. 93rd St., Cleveland, Ohio, U.S. A. 

Worip Concress or THE INTERNATIONAL SOCIETY FOR THE WELFARE OF 
Cruippces, New York, N. Y., U.S. A., Aug. 29-Sept. 2. Mr. Donald V. 
Wilson, 701 First Ave., New York 17, N. Y., U.S. A., Secretary-General. 


September 


ConGress or INTERNATIONAL SocreTy ror CELL Bro.ocy, Paris, France, 
Sept. 7-9. For information write; Prof. Chevremont, 20, rue de Pitteurs, 
Liege, Belgium. 

Concress Or INTERNATIONAL SocreTy OF ORTHOPEDIC SURGERY & 
TRAUMATOLOGY, New York, N. Y., U.S. A., Sept. 7-9. For information 
address: International Society of Orthopedic Surgery & Traumatology, 
34 Rue Montoyer, Brussels, Belgium. 

Evrorean Concress Or Canpro.ocy, Rome, Sept. 18-25. For informa- 
tion write: Secretariat, Organizing Committee, Clinica Medica-Policlinico, 
University of Rome, Italy. 

INTERNATIONAL Cancer CyToLocy CoNnrEeRENCE, Madrid, Sept. 22-26. 
Miss Elizabeth L. Hughes, 3007 Salzedo, Coral Gables, Fla., Corre- 
sponding Secretary. 

INTERNATIONAL COLLEGE OF SuRGEONS, 127TH INTERNATIONAL CONGRESS, 
New York City, Sept. 11-15. For information write: Dr. Max Thorek, 850 
W. Irving Park Rd., Chicago 13, International Secretary General. 

INTERNATIONAL ConGress or CriminoLocy, The Hague, Netherlands, 
Sept. 7-9, For information address: Sosiete Internationale de Crimi- 
nologie, 28 avenue de Friedland, Paris 8e, France. 
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INTERNATIONAL CoNncress oF Nutrition, Washington, D.C., U.S.A., 
Sept. 1-7. Dr. Milton O. Lee, 9650 Wisconsin Ave., Washington 14, 
D.C., U.S. A., General Secretary. 

INTERNATIONAL Society oF GEOGRAPHICAL ParHo.ocy, London, England, 
Sept. 7-9. Prof. Fred. C. Roulet, 174 Albanrheinweg, Basle, Switzerland, 
Secretary-General. 

INTERNATIONAL Socrety or HemMaToLoGy, Tokyo, Japan, Sept. 4-10. Dr. 
James L. Tullis, Suite 6D, 1180 Beacon St., Brookline 46, Mass., Secre- 
tary-General, Western Hemisphere. 

INTERNATIONAL SocreTy OF ORTHOPAEDIC SURGERY AND TRAUMATOLOGY 
(E1cutu Concress), New York City, Sept. 4-10. For information write: 
Société internationale de Chirurgie orthopedique et de Traumatologie, 
34, rue Montoyer, Brussels, Belgium. 

Pan-Paciric Surcicat Association (E1cHrn Concress), Honolulu, Ha- 
waii, Sept. 28-Oct. 5. Dr. F. J. Pinkerton, Suite 230, Alexander Young 
Bidg., Honolulu 13, Hawaii, Director General. 

Worip Concress or ANESTHESIOLOGISTS, Toronto, Ont., Sept. 4-10. For 
information write: Dr. R. A. Gordon, 516 Medical Arts Bldg., Toronto 
5, Ont. 


November 
BauaMas Mepicat ConFreRENCE, British Colonial Hotel, Nassau, Nov, 25- 
Dec. 16. For information write: Dr. B. L. Frank, P. O. Box 4037, Fort 
Lauderdale, Fla. 
December 
BaHAMAS SuRGICAL CONFERENCE, British Colonial Hotel, Nassau, Dec. 27- 
Jan. 14, For information write: Dr. B. L. Frank, P.O. Box 4037, Fort 
Lauderdale, Fla, 
1961 
April 
BanaMas Mepicat ConFreRENCE, British Colonial Hotel, Nassau, Apr. 
8-15. For information write: Dr. B. L. Frank, P.O. Box 4037, Fort 
Lauderdale, Fla. 
October 
SeconD INTERNATIONAL CONGRESS OF NEUROSURGERY, Statler Hotel, 


Washington, D.C., U.S. A., Oct. 14-20. Dr. Bronson S. Ray, 525 E. 
68th St., New York 21, Secretary-General. 
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The following list of current medical articles in mass-circula- 
tion magazines on medical subjects is published each week only 
for the information of readers of THE JouRNAL. Unless specifi- 
cally stated, the American Medical Association neither approves 
nor disapproves of the articles reported. 


MAGAZINES 


Saturday Evening Post, June 20, 1959 


“Are We Retiring People Too Early?” by Roul Tunley 
According to the article, forced retirement is a growing 
dilemma of our time. In explaining this statement, the 
author says many people over 65 do not want to retire. 
In fact, if they must, they are apt to end up being un- 
happy, frustrated, and difficult to live with. To combat 
this “compulsory retirement which is as out of date as 
the fringed surrey,” many nongovernment people are try- 
ing to find jobs for the elderly and still others are devising 
various activities to keep senior citizens busy and happy. 
The article then discusses several successful plans for per- 
sons over 65 and suggests a new Social Security procedure. 

“Don’t Call Them Baby Sitters,” by Milton Golin 
This is a story about teen-agers in Arizona who care for 
cerebral palsied youngsters whenever needed. Certified by 
the United Cerebral Palsy Headquarters in Phoenix, 
Ariz., these boys and girls are trained in first-aid and given 
tips on common-sense child care and home nursing rou- 
tines, 
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lesions 


| Kenalog, Spectrocin and Mycostatin in Plastibase g 


ointment 


antipruritic /anti-inflammatory /antibacterial/ antifungal 


Mycolog Ointment — containing a new superior topical corticoid Kenalog — re- 
duces inflammation,?* relieves itching,’ and combats or prevents bacterial, 
monilial and mixed infections.*’ It is extremely well tolerated, and assures a rapid, 
decisive clinical response for most infected dermatoses. 


“Thirty-one of 38 patients . . . obtained excellent or good control of dermato- 
logical lesions . . . [Mycolog] was highly effective, particularly in the man- 
agement of mixed infections. Several recalcitrant eruptions which had not 
responded to previous therapy were remarkably responsive to the daily 
application of this preparation over periods of 2 to 3 weeks.’”* 


For total management of itching, inflamed, infected skin lesions, Mycolog contains 
triamcinolone acetonide, an outstanding new topical corticoid for prompt, effective 
relief of itching, burning and inflammation** — neomycin and gramicidin for power- 
ful antibacterial action’ — and nystatin for treating or preventing Candida (Monilia) 
albicans infections.**® 


Application: Apply 2 to 3 times daily. Supply: 5 Gm. and 15 Gm. tubes. Each gram supplies 1.0 mg. (0.1%) triam. 


cinolone acetonide, 2.5 mg. neomycin base, 0.25 mg. gramicidin, and 100, 
References: 1. Shelmire, J.B., Jr.: Monograpt n Therapy 3:164 (Nov.) 1958.+ 2. Nix, T.E., Jr., and Derbes, V.J.: 
ool of Med., U. Maryland 43:54 (July) 


15 on Therapy 3:115 (Nov.) 1958. + 5. 


OOO units nystatin in PLASTIBASsE. 


Monographs on Therapy 3:123 (Nov.) 1958. + 3. Robinson, R.C.V.: Bull. S« 
1958. - 4. Sternberg, T.H.: Newcomer, V.D., and Reisner, R.M.: Monog 
Clark, R.F., and Hallett, J.J.: Monographs on Therapy, 3:153 (Nov.) 1958. + 6. Smith J.G., Jr.; Zawisza, R.J., and 
Blank, H.: Monographs on Therapy, 3:111 (Nov.) 1958. » 7. Monographs on Therapy, 3:137 (Nov.) 1958. + 8. 
Howell, C.M., Jr.: North Carolina M.J. 19:449 (Oct.) 1958. + 9. Bereston, E.S.: South. M.J. 50:547 (April) 1957. 
And whatever the topical corticoid need, a suitable Squibb formulation is available—Kenalog-S | ’ bs 
plastic squeeze bottles. Each cc. supplies 1.0 mg. (0.1%) triamcinolone acetonid 
0.25 mg. gramicidin. Kenalog Cream, 0.1%—5 Gm. and 15 Gm. tubes. Kenalog Lotion, 0.1% —15 cc. plastic squeeze 
bottles. Kenalog Ointment, 0.1%—5 Gm. and 15 Gm. tubes. 
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Cleared in 20 days 


SQUIBB 


Squibb Quality — the Priceless Ingredient 


“spectrocin’®, smycostatin’®, 


AND ‘KENALOG’ APE SQUIBB TRADEMARKS 
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Prophylactic/ therapeutic 
anti-infective in burns 

T.M., a 49-year-old male, sustained 

1° and 2° burns of legs from spill of a 
15% caustic boiling solution. Triburon 
Ointment, applied daily for 26 days 
with dry sterile dressings, protected the 
wound satisfactorily throughout 

the healing period; proved nonirritating 
and nonsensitizing even in 

prolonged use.' 


for prophylaxis against antibiotic-resistant 


Triburon in the control of post-burn infections — in Ist and 
2nd degree burns of scrotum and medial aspects of thighs, Tribu- 
ron-protected lesions healed in 20 days, with no residual scarring.’ 


Effective against antibiotic-resistant organisms—even 
staph 80/81 —Triburon was “. . . in vivo superior even to 
penicillin,” with a wide spectrum including “. . . pathogenic cocci 
[both staphylococci and streptococci] regardless of their resist- 
ance to antibiotics.”? Among strains of staphylococci which re- 
sponded to Triburon are four identified as belonging to phage 
group 80/81,? known as the most prominent resistant offenders. 


Triburon is extremely low in sensitizing potential 

@ in 210 patients with ecthyma, impetigo contagiosa, pustular fol- 
liculitis, dermatitis repens and secondarily infected eczematous 
eruption, good results with Triburon or Triburon-HC were ac- 
companied by only four complaints of irritation or burning.* 


@ Triburon “. . . was shown to be nonirritating in 48-hour closed- 
patch tests on 132 patients and was not sensitizing in repeat ex- 
posures to 100 of these patients after three weeks.”* In 4598 closed 
patch tests there was “.. . less than 2 per cent allergic response.” 
References: 1. Personal communications. 2. R. J. Schnitzer and E. Grunberg, Anti- 
biotics & Chemother., in press. 3. R. C. V. Robinson and L. E. Harmon, Antibiotics 
Annual 1958-1959, New York, Medical Encyclopedia, Inc., 1959, p. 113. 4, E. Edelson, 


E. Grunberg and T. V. Morton, Antibiotics Annual 1958-1959, New York, Medical 
Encyclopedia, Inc., 1959, p. 110. 
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1. After five days of Triburon therapy. 


staphylococci in Ist and 2nd degree burns 


chloride 


(with hydrocortisone 0.5%) 


NEW WIDE-SPECTRUM TOPICAL MICROBICIDE 


“Triburon 


for prevention and treatment of 
dermatologic disorders such as: 


@ infected burns 

pyodermas 

furunculosis 

@ infected dermatoses 
@ pustular folliculitis 


(Triburon-impregnated dressings 
can be autoclaved.) 

Available: Ointment, 

containing 0.1 per cent Triburon, in 
l-oz tubes and 1-lb jars. 


“Triburon-Hc 


for prevention and treatment of 
dermatologic disorders when the 
anti-inflammatory and antipruritic action 
of a steroid is desirable, such as: 


@ pruritus 

@ eczema 

@ ecthyma 

carbuncles 
hydradenitis 


Available: Ointment, containing 
0.1 per cent Triburon plus 0.5 per cent 
hydrocortisone, in 5-Gm and 20-Gm tubes. 


CEROCHE, TRIBURON® CHLORIDE- brand of triclobisonium chloride 


ROCHE 
LABORATORIES 


Division of Hoffmann-La Roche Inc. 
Nutley 10, N. J. 


2. Photograph taken the day after patient returned 
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To Insure Prompt, 
Effective Bowel Evacuation 
Dulcolax 
Dulcolax — in either tablet or 


suppository form — insures 
entle ive bowel 


evacuation. 


Works ele ively by contact — 


tg on the large bowel 


s equally effective whethe 
ministered orally or by sup- 
pository. 

‘ Dosage: Tablets—1 to 3 (usually 2) at bed- ‘ 
oe, time for bowel movement the following 
morning, or 2 hour before breakfast for a 

f movement within six hours. Tablets are enteric 

: f coated, and must be taken whole, not chewed 
or crushed; they should not be taken with 
antacids. Suppositories —1 at the time a bowel 
movement is required. 
Supplied: Dulcolax® (brand of bisacody)). 
Yeliow enteric-coated tablets of 5 mg. in 
boxes of 6 and bottles of 100. Suppositories 
of 10 mg. in boxes of 6. Under license from 
C. H. Boehringer Sohn, Ingelheim. 


Contact Laxative Geigy 


Ardsley, New York 


— 
‘ 
iy 
6 
¥ 
£5, 
| 
bs 
: 
bs 


because ++» (see Over) 


us 
| 
| antiblotic shou use jirst 
: ay 
| 4 
\ 
i 
| i 
| 
| 
4 


Kantrex is a “first choice” anitibigee for use in 
fections due to staph and “gram negatives” ‘ 


x because it is: 


x e bactericidal—not merely bacteriostatic e does not encourage the development of 
: © rapid-acting resistant organisms in clinical usage 
: e effective against a wide range of organisms, e “most likely to succeed" — in saving time, 
including many strains resistant to other cutting the cost of illness, reducing com- N 
= antibiotics plications and bringing about a successful 
a e well tolerated in specified dosage therapeutic result 


| because itis: Clinically proven 


in over 1000 cases by ill investigators, reported in 42 published papers 


POST-SURGICAL INFECTION 
KANTREX Clinical Report No. 799 


ae RAPID RESPONSE TO KANTREX 
dramatic 
response 
(even after other 
operation antibiotics failed) 
— 


E. D., a 73-year-old male, underwent a suprapubic cystotomy and fulguration of 
papillary carcinoma of the bladder. His temperature began rising on the 10th 
postoperative day; subsequently urine and blood cultures yielded A. aerogenes. 
After penicillin, tetracycline and chloramphenicol failed to alter the course 
of the infection, KANTREX brought about a dramatically rapid improvement. 


Annals N.Y. Acad. Sci. 76:348, 1958. 


— Rutenburg, A. M., et al.: 


| 
; 
3 
y: Available as a ready to-use sterile aque- KANTREX: ; 
ae KANTREX Sensitivity Dises and comprehensive literature available on request (Bristol ‘os 
BRISTOL LABORATORIES INC., Syracuse, New York 


“ ‘ Unlike tranquilizers, sedatives and analgesics, DIAMOX con- 
dynam iL In trols premenstrual tension by direct physiologic action. Work- 
ing at the electrolyte level, DIAMOX gently mobilizes fluid 
and prevents accumulation in body tissue. 
premenstru q| The usual pattern of tension and discomfort is simply over- 
come by a single DIAMOX tablet each morning for 6 to 10 
days before menstruation. 


tension Supplied: Scored tablets of 250 mg.; Vials of 500 mg. for parenteral use. 


LEDERLE LABORATORIES a Divisiun of AMERICAN CYANAMI 


f 
Y Peatl River New th (Lederle) 
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helps them weather the hay fever season 


BENADRYL 


ANTIHISTAMINIC-ANTISPASMODIC 


gives fast, comprehensive relief of allergic symptoms. At this time of 
year pollens from trees, grasses, or weeds cause distressing symptoms 
in allergic patients. You can help your patients to enjoy greater com- 
fort during the hay fever season by prescribing BENADRYL, Its 


potent antihistaminic action rapidly relieves nasal blockage, rhi- 


norrhea, sneezing, itching, and related allergic reactions, while its 
atropine-like antispasmodic action swiftly suppresses bronchial and 
gastrointestinal spasms. BENADRYL Hydrochloride (diphenhydra- 
mine hydrochloride, Parke-Davis) is available in a variety of con- 
venient forms including: Kapseals,® 50 mg. each; Kapseals, 50 mg., 
with ephedrine sulfate, 25 mg.; Capsules, 25 mg. each; Elixir, 
10 mg. per 4 cc.; and Emplets,® 50 mg. each, for delayed action. 
For parenteral therapy, BENADRYL Hydrochloride Steri-Vials,° 


10 mg. per cc.; and Ampoules, 50 mg. per cc. 
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forthe range of constipation 
from childhood 


Parboxymethylcellulose with a peristaltic stimu 


O O 
EXCELLENT RESULTS 


e produces natural, soft, well-formed stools. 
e lubricating, non-irritating bulk, 
moderate (180 mg.) sodium content. 
e greater hydrophilic capacity... 
gelling takes place in the intestine, 
not in the stomach. . 
e mild peristaltic stimulation assures 
predictable results. 


FLEXIBLE 


e granular powder form allows infinite dosage 
variation for the full range of constipation... 
occasional to obstinate...from childhood to 
geriatric. 


EFFERVESCENT 


e easy-to-take...really tastes good, 
Jemon-flavored. 


CONTENTS: 

Each 7 Gm. white granular powder (approxi- 
mately 1 rounded teaspoonful) provides: 7 
Sodium Carboxymethylcellulose ....... 2Gm 
Di(acetylhydroxypheny])isatin.......... 6 mg. 


THE STUART COMPANY 
PASADENA, CALIFORNIA 
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from occasional to obstil 
to geriatric 


ate... 


EXCELLENT RESULTS 


© soft, lubricating bulk and mild peristaltic stimu- 
lation combine to consistently produce soft, 
formed stools. 


e virtually sodium-free, non-irritating. 


FLEXIBLE 


e granular powder form allows infinite dosage 
variation for the full range of constipation... 
occasional to obstinate...from childhood to 
geriatric. 


EFFERVESCENT 


e casy-to-take... really tastes good, 
lemon-flavored. 


CONTENTS: 


Each 7 Gm. pink granular powder (approxi- 
mately 1 rounded teaspoonful) provides: 


Psyllium hydrocolloid ................ 3 Gm. 
the highly purified hemicellulose of 
the husk of the psyllium seed. (Plan- 
tago ovata, Forsk) 


Di(acetylhydroxypheny])isatin ........ 


DOSAGE ~— BOTH EFFERGEL AND EFFERSYL: 


Adults: initially, 1 rounded teaspoonful in a glass of 
water, morning and night. Dosage may be increased 
or decreased to suit needs. 


Children 3 years and over: initially, 1 level teaspoon- 
ful in one-half glass of water upon retiring. Subse- 
quent dosage to be adjusted according to results. 


Availability: 4-ounce and 9-ounce bottles at all 
pharmacies. 


Write for generous tasting samples. 


LIKE LEMON-SODA 
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eradicate bacterial infection 


prevent monilial superinfection 


COSA-—natural potentiation with glucosamine for peak 
antibiotic serum levels 


TETRACYCLINE—antibiotic activity against the broad range 
of susceptible organisms 


NYSTATIN—antifungal protection against 
monilial superinfection 


glucosamine-potentiated tetracycline with nystatin | 


@ 


capsules 
250 mg. glucosamine-potentiated tetracycline ‘ 
(Cosa-Tetracyn®) plus 250,000 u. nystatin 


oral suspension 

orange-pineapple flavored, 2 oz. bottle, each teaspoonful 
(5 cc.) contains 125 mg. glucosamine-potentiated 
tetracycline (Cosa-Tetracyn®) plus 125,000 u. nystatin 


Pfizer Science for the world’s well-being 


Pfizer Laboratories, 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 
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Incorporated 
in exclusive 
ACID MANTLE 
vehicle 


io infection by bacteria 


acid mantle’ of the skin and its displacement 
‘an abnormal ‘alkaline mantle’.”— Fabricant, N. 
oun A.M. A. Arch. Otolaryn. 65:11, 1957. 


Samples and literature Supply—3s%, 1% and 2% hydrocortisone in either Creme 
available on request. (3g oz., 1 02., 2 0z., 4 oz. tubes and 1 Ib. jars) or Lotion 
(4 02., 1 0z., 2 0z., 4 oz. squeeze bottles and pt. bottles). 


ome Chemicals Inc. 


NEW YORK 23 + LOS ANGELES 46 + in Canada: 2765 Bates Road, Montreal 


held Be due to the removal of the antibacter > 
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NOW... meoco comBINES THE 
SIMPLICITY OF MODEL 50... AND 
THE UTILITY OF MODEL 508 .. . 
IN THE 


MODEL 


Provides electrical 
muscle stimulation, 
an adjunct therapy 
for sprains, strains, 
dislocations, other 
trauma of the mus 


FREE TRIAL OFFER 


by 


Medco Products Co. 
Mail Address: P. O. Box 3275-M 
3603 E. Admiral Pl. + Tulso, Oklahomo 


(C0 Please send Pad Placement Color Chart. 

C) Please send MEDCOLATOR Model K with Recipro- 
cal Stimulation for 30 day FREE trial. 

C0 Please send descriptive literature on MEDCOLATOR 
Model K. 


NAME. 


ADDRESS 


City STATE 
Serving the Profession Since 1932 
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in pregnancy 


keep her spirits up 


and her breakfast down... 
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Compazine” Spansule' 


protects against “morning sickness”’ 


One ‘Compazine’ Spansule capsule at bedtime provides prompt antiemetic 
action that lasts throughout the night and into the morniig thie 
protecting against “morning sickness.” 


preserves emotional stability 


One ‘Compazine’” Spansule capsule on arising provides a daylong calming 
effect that helps keep your pregnant patient on an even emotional keel. 
Anxiety and irritability are controlled, yet your patient stays alert... 
able to carry on her normal activities without feeling “slowed down,” 
either mentally or physically. 


Also available: Tablets, Ampuls, Multiple dose vials, Syrup and Suppositories. 
@) SMITH KLINE & FRENCH LABORATORIES, PHILADELPHIA 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.P. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F, 
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Dimetane works in 
all symptoms of allergic 
rhinitis; and in urticaria, 
atopic and contact 
dermatitis. The summary 
conclusion of extensive 
Clinical studies to date: 
Dimetane provides 
unexcelled antihistaminic 
potency with minimal 
side effects. 

Forms available: Oral: 
Extentabs® (12 mg.), 
Tablets (4 mg.), 

Elixir (2 mg./5 cc.). 
Parenteral: Dimetane-Ten 
Injectable (10 mg./cc.) 
or Dimetane -100 
Injectable (100 mg./cc.). 
A. H. Robins Go., Inc., 
Richmond 20, Virginia 
Ethical Pharmaceuticals 
of Merit Since 1878, 


Allergic 
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For the 
high calcium and 
protein needs 


of pregnancy... | 


New se/f-enriched Carnation Instant 


25% more protein, calcium, B-vitamins, 
richer flavor than ordinary nonfat milk 


New Carnation Instant can give your patients —milk—and far richer flavor. Convenience and 
a more delicious nonfat milk—extra-rich in low cost also encourage acceptance. Calorie 
natural milk calcium, protein and B-vitamins. count remains low (400 per quart), facilitat- 
This new fresh flavor crystal-form nonfat milk ing weight control. 

can be self-enriched. The patient simply adds _ In examining the chart, physicians will recog- 
one extra spoonful of crystals per 8-oz. glass nize the particular value of the increase in 
when mixing—to gain 25% more calcium, _ natural milk calcium, more effectively utilized 
protein and B-vitamins than ordinary nonfat than most medicinal calcium salts. 


Calcium Protein Riboflavin | Thiamine 


Nationai Research Council Recommended Daily Dietary 
Allowances During Second Half of Pregnancy 


1.5 Grams | 68.0 Grams | 2.0 Mg. 1.3 Mg. 


1.48 Grams | 41.3 Grams | 2.26 Mg. 40 Mg. 
(98%) (60%) (113%) (30%) 


Amount and Percent of Daily Dietary Allowances Provided 
by 1 Quart of 25% self-enriched Carnation Instant 


25% self-enriched Carnation Instant 
Simply add 1 tablespoon extra Carnation Instant 
per glass, or 1/3 cup extra Carnation Instant 

per quart, over regular package directions. 
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RELY ON 
sinaxar 


A SPECIFIC SKELETAL 


MUSCLE RELAXANT 


Chemically unlike any other 

Skeletal muscle relaxant currently 

available, Sinaxar is 

e consistently effective in the 
majority of cases involving 
skeletal muscle spasm 


@ long acting: no fleeting effects 


@ purely a skeletal muscle relaxant 
...virtually free of adverse 
physical or psychic effects 


(STYRAMATE, ARMOUR) 


2-hydroxy 2-phenylethy! carbamate 


ARMOUR 


Dosage: Two tablets three or 
four times daily. 


Supplied: 200 mg. tablets in 
bottles of 50. 


Indications: Ahy con- 
dition involving skeletal 
muscle spasm, as 
musculoskeletal disorders: 
acute and chronic back ache; 
arthritides; bursitis; disc syn- 
drome; fibrositis; myalgia; 
myositis; osteoarthritis; fol- 
lowing orthopedic proce- 
dures; rheumatoid arthritis; 
spondylitis; sprains and 
strains; torticollis. 


ARMOUR PHARMACEUTICAL COMPANY.- Kankakee, ILLINOIS 
A Leader in Biochemical Research 


J.A.M.A., June 27, 1959 


FROM OTHER PAGES 


Trephining of the Skull of African Natives 


There are records from many places of primitive man per- 
forming the operation of trephining of the skull. Broca 
(1876) states the operation was performed on the people of 
the late Neolithic Age with a flint scraper. Muniz (1894) 
found that 19 of 1,000 pre-Incan skulls he examined had 
been trephined. Parry (1940) has described two skulls found 
in Dorset, England, from each of which a disc of bone had 
been cut, probably with,a flint tool... . The Arabs performed 
the operation as a treatinent for head injury, usually a frac- 
ture, and observed two ‘rules: firstly the opening must not 
involve the sutures and, Secondly, the dura matter must not 
be damaged. It would apyjear that other races, including the 
Melanesians of comparatively recent times, trephined for 
headaches and also epilepsy. 

In the Kisii Highlands of the South Nyanza district of 
Kenya the natives still practice trephining. . . . Estimates of 
the number of operators vary considerably, but there are 
probably about 20-30 in the tribe, which numbered 237,542 
at the last census in 1948. .. . At the beginning of his career 
the operator apprentices himself to his father or an old man, 
who teaches him how to perform the operations and also 
how to make the tools. . . . 

Indications for operation are a fracture of the skull, or 
headache following a head injury. The operators interviewed 
all stated they would not operate for headache without a 
previous history of injury. . . . The operation may be per- 
formed before or after the original skin wound has healed. 
The operators say they know the appearance of the normal 
sutures and can distinguish them from a fracture and know 
that a suture should not be trephined. This is belied by the 
fact that many skulls on postmortem examination are found 
to have been opened along the suture lines. Either this is 
done in ignorance, or perhaps it is done deliberately for the 
benefit of gullible relatives to whom the suture can be pointed 
out as a fracture and the correctness of diagnosis emphasized. 

The operation is performed without an anesthetic, with 
the patient either lying down or sitting on a stool. Close 
relatives, usually husband, father or brother, are used as 
assistants, both to hold the patient and to retract the skin, 
tu give good access to the bone. The patients do not normally 
cry out or complain, but if they do they are not allowed to 
stop the operation once it has commenced, although the pa- 
tient may be given a rest and the operation be resumed 
later. The whole process usually takes several hours. The 
head is first shaved with a knife or razor blade, then usually 
washed with water. An incision is made over the site of the 
suspected tracture, il may be straight or cruciform, varying 
from 1 inch to 10 inches in length. It is made right down to 
the skull and the scalp is retracted by an assistant. 

Removal of the bone is then commenced . . . two types of 


instruments being in common use. The most common, and I 


think probably the traditional instruments, are knife-like with 
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an upturned pointed end. The instrument is held in a similar 
manner to the kitchen utensil for taking eyes out of a potato, 

and slivers of bone are cut away, leaving a smooth oval open- 

ing until the dura is exposed. Care is always taken not to 

cut into the dura mater. The end result is a work of art, 

even though the patient sometimes dies. Other operators use 

knives with serrated edges like a hack-saw blade. . . . The 

end result is not nearly as neat as the “traditional” operation. 

The wound is then usually washed with water to clean it 

and either melted fat is poured over the wound or cold 

boiled butter is applied with a feather. This is believed to 

. make the skin soft and promote rapid healing. The patient 
is then put to bed and the operator visits him regularly until 


closed it with sisal twine, if there was severe hemorrhage, in 
order to stop bleeding. 

Probably about 500 head operations per year are per- 
formed, the majority being very small ones where only a 
little bone is removed and the dura not exposed. The mor- 
tality is low, only six deaths have been reported to the police 


in the last two years. It... 


are afraid they may get into trouble if they are discovered 
not to have reported the death.—J. G. Grounds, Trephining 
of the Skull Amongst the Kisii, The East African Medical 
Journal, July, 1958. 


Commandments for Automobile Drivers 


prehends thee in vain for the judge will not hold him guilt- 
less who presents no other defense than profanity. 
Thou shalt remember the Sabbath day with its promise of 


an hour, 

Honor the admonition of thy father and thy mother when 
thou considerest the glamor of thy surroundings, that thy 
days may be long upon the land which thy parents sacri- 


ficed to give thee. 


and thou wilt be as dead as thou wert wrong. 
Thou shalt not commit adulteration by mixing alcoho} with 


nor by demonstrating a double standard of 


thy gasoline, 


lust after it. 
Thou shalt not steal a sneak on a red light, nor around a 
road curve, nor the right of thy neighbor to bring his family 


home alive. 


the highway for the officer hath paced thee for many miles 
hoping to identify thee before the ambulance takes thee away. 
Thou shalt not covet the place ahead of thy neighbor nor 
his space on the other side of the white line, nor his horse- 
power, nor his smirk as he passes thee, nor his date with the 
mortician, nor anything that is thy neighbor’s.—Courtesy of | 
Springfield, Ohio, Police Department, The Welfare Bulletin, 
October-November-December, 1958. 


he recovers, the wound healing by granulation. Only one 
operator was met who sutured the wound. He stated he 


seems probable that most fa- | 
talities are reported because this is the first step in proceed- | 
ings with a view to compensation and also they [the Kisii] | 


eternal life, but be not too eager to enter into it at ninety | 


Thou shalt not kill, neither upon the left hand side of the | 
road nor upon the right, nor even by demanding thine own | 
privileges, for the one who may get killed may be thyself | 


Thou shalt not take the name of the traffic officer who ap- 


road morality, not by looking upon a new speed record to 


Thou shalt not bear false witness when thou art paged on | 


ARMOUR 


pioneer in 
thyroid standardization 


In all conditions requiring substitution 
therapy with thyroid hormone. 


Sapplied in A, Vi, 1, 2 and 5 grain strengths, 


PHARMACEUTICAL COMPANY © KANKAKEE, ILLINOIS 


A Leader in Biochemical Research 
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includes high citrus intake 


Abortion-prone mothers deliver live babies 
in nearly 9 out of 10 pregnancies 


Reporting on 134 pregnancies in 100 habitual abortion 
patients, Javert* describes a management program that 
resulted in live deliveries in all but 16 pregnancies. 

The previous 95.2 per cent rate of spontaneous abortions 
was reduced to 11.9 per cent by his comprehensive regimen 
which includes a high citrus intake (supplying up to 

350 mg. of vitamin C daily), supplemented by 150 mg. of 
ascorbic acid and 5 mg. of vitamin K daily. Javert believes 
these antihemorrhagic vitamins “serve as a ‘never-leak’ 

. keeping physiologic decidual hemorrhage from 
becoming pathologic.” 


AVERAGE CITRUS INTAKE TO SUPPLY 350 MG. VITAMIN Cc 


or or 
28 oz. orange or 4 grapefruit 36 grapefrui. 
grapefruit juice 2 oranges 1 orange 
2tangerines 16 oz. orange juice 
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FIor! 
Florida Citrus CoMksion Lakeland, Florida 7 
*Javert, C. T.: Obst. & Gynec. 3:420, 1954; Cf. Obst. & Gynec. 53 1953. 
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a "You're in great shape... 
but don’t get too frisky!”’ 


SO... 


_ You Can Rely on Your 
Walgreen Pharmacist for 
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AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 
For the control of anoxemia in status asthmaticus, which form of 
aminophylline therapy is indicated...rectal, oral or intravenous? 


Either rectal or intravenous. The therapeutic efficacy of the drug is greater by these 
routes of administration. After the acute phase has passed, oral aminophylline may 


be administered. 
Source—Koelsche, G, A.; Carryer, H. M.; Peters, G. A., and Henderson, L, L.: J.A.M.A. 166:1541 (March 29) 1958. 


in asthma, for acute attacks...day-to-day prophylaxis 


® 
A M i N ET suppositories with unique nonreactive base 


AMINOPHYLLINE WITH PENTOBARBITAL 
rapid, prolonged relief without the gastric upsets of oral aminophylline 
now in 3 “weight-proportioned” dosage forms... 


PENTOBARBITAL 
AMINOPHYLLINE SODIUM BENZOCAINE 


fie ke Strength for children over 40 Ibs. 0.125 Gm. (1% gr.) 0.025 Gm. (¥% gr.) 0.015 Gm. (¥ gr.) 
g. 


oe for individuals over 80 Ibs. 0.25 Gm, (3% gr.) 0.05 Gm. (% gr.) 0,03 Gm. (42 gr.) 
a. 


Full Strength for adults 0.5 Gm. (742 @r.) 0.1 Sm. (14% gr.) 0.06 Gm. (1 gr.) 


All 3 dosage forms now in protective foil strips. Available: Boxes of 12. AMES 


COMPANY, INC 
Elkhart + indiana 
Toronto Canade 
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Benemid 


OFTEN INDISPENSABLE 
FOR 
THE TREATMENT 
OF CHRONIC 
GOUT 


PROBENECID 


a specific for gout 


“As to the use of uricosuric agents in interval treatment of 
symptomless gout, probenecid [‘Benemid’], a benzoic acid 
derivative, is probably the best agent for prolonged use.”’4 


| 
Age 50, male, severe attacks twice a year for 14 years 


Minor attack of gout 


4 +4 


1.0 
gms. daily | 
diet 


Control of gout in therapy with ‘Benemid’, plus adherence to low purine and 
low fat diet. Two minor attacks occurred during the first year of treatment.5 


e has a most pronounced uricosuric effect 
e causes marked decrease in serum uric acid 
e acute attacks usually become less frequent and less severe 


e may cause regression in subcutaneous tophi, resorption of osseous tophi 
and recalcification of decalcified bony structure 


e arrests or prevents bone damage, so that need for surgery may be obviated 
e helps return patients to work 


e negligible toxicity 


Dosage between acute episodes: 0.25 Gm. twice daily for one week, followed by 1 Gm. daily in 
divided doses. (Many clinicians prefer to give ‘Benemid’ and colchicine concurrently.) 


Supply: 0.5 Gm, tablets, bottles of 100 and 1000. 


1. Talbott, J. H.: Gout, New York, Grune & Stratton, 1957, p. 123. 2. Lockie, L. M.: Symposium on gout: 
Diagnosis, Metabolism 6:269, May 1957. 3. Kuzell, W. C.; Schaffarzick, R. W.; Naugler, W. E.; Koets, P.; 
Mankle, E. A.; Brown, B., and Champlin, B.: Some observations on 520 gouty patients, J. Chron. Dis. 
2:645, 1955. 4. Hench, P. S.: Gout and gouty arthritis, in Cecil, R. L.: A textbook of medicine, ed. 9, 
Phila., W. B. Saunders Co., 1955, p. 651, 656. 5. Bartels, E. C.: Symposium on gout: Treatment of gout, 
Metabolism 6:297, May 1957. 


“BENEMID’ 1S A TRADEMARK OF MERCK & CO., INC. 


ep merck SHARP & DOHME, DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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In the menopause... 
transition without tears 


Milprem promptly relieves emotional distress 
with lasting control of physical symptoms 
® In minutes, Milprem starts to ease anxiety and 
Milprem depression. It relieves insomnia, relaxes tense muscles; 


alleviates low back pain and tension headache. As the 
en een ee patient continues on Milprem, the replacement of estrogens 


Supplied in two potencies for dosage flexibility: 

MILPREM-400, each coated pink tablet contains 400 mg. Miltown 
(meprobamate) and 0.4 mg. conjugated estrogens (equine). 
MILPREM-200, each coated old-rose tablet contains 200 mg. Easy dosage schedule: One Milprem tablet t.i.d. 
Miltown and 0.4 mg. conjugated estrogens (equine). . 
Beth potencies tn boltios of 60. in 21-day courses with one-week rest periods; during the 


Literature and samples on request. rest periods, Miltown alone can sustain the patient. 


checks hot flushes and other physical symptoms. 


® 
Wi) WALLACE LABORATURIES, New Brunswick, N. J. 
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U LT R A N idles you to restore assurance 


4 In a wide range of diseases which are primarily organic, apprehension, anxiety, 
and tension may obstruct recovery. In such cases, adjunctive therapy with 
Ultran as an aid to your reassurance will often equip the patient better 

for a smooth return to normal living. 


Ultran (1) allays apprehension and anxiety, (2) relieves neuromuscular 
tension, and (3) enhances the effectiveness of analgesic therapy. 


- Supplied in Pulvules® of 300 mg. (usually 1 t.i.d.) and scored tablets 
of 200 mg. (usually 1 q.i.d.). 
Ultran® (phenaglycodol, Lilly) 


EL! LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 


974008 
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HE AVAILABILITY of open-heart sur- 
T gical techniques in many centers requires 

a critical attempt to balance the antici- 
pated advantages and hazards of these 
direct-vision procedures against the accumu- 
lated experience with closed-heart surgery. In the 
case of mitral stenosis, there is a continuing need 
for long-term studies of the effect of mitral com- 
missurotomy on prognosis. We have observed a 
consecutive series of these patients for several 
years after operation. This report outlines their 
clinical course and points out factors important in 
the choice of an operative procedure for patients 
with mitral valve disease in the modern era of 
open-heart surgery. 


Material and Methods 


The material for this study consists of 92 pa- 
tients who were subjected to mitral commissurotomy 
at the University of Illinois Research and Educa- 
tional Hospitals from 1951 to November, 1957. 
Sixty-three were females. Ages ranged from 24 to 
59 years, with an average of 39; 15 (16%) were 
between 21 and 30, 38 (41%) between 31 and 40, 
31 (34%) between 41 and 50, and 8 (9%) between 
51 and 60. ; 


PROGNOSIS AFTER MITRAL COMMISSUROTOMY 
FACTORS AFFECTING RESULTS IN NINETY-TWO PATIENTS 


Irving J. Adatto, M.D. 


Harry A. Bliss, M.D., Chicago 


Factors of possible value in determining 
whether a patient was likely to benefit from 
mitral commissurotomy by the closed-heart 
technique were sought in a series of 92 con- 
secutive cases. The patients were repeatedly 
observed by the same group of physicians 
for as long as eight years after operation. 
Deaths immediately after operation or oc- 
curring during the years of observation 
brought the total mortality to 28%. Improve- 
ment sufficient to promote the patient at 
least to the next higher functional classifica- 
tion occurred for at least one year in 76% 
of the patients but was sustained during the 
remainder of the observation period in only 
47%. The two major factors adversely affect- 
ing prognosis were preexisting mitral insuffi- 
ciency and production of an inadequate 
valve opening at operation. Criteria for 
operability by this procedure are defined. 
New techniques of operation may be helpful 
to patients not meeting these criteria. 


From the Research and Educational Hospitals and the Department of Medicine, University of Illinois, 
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Prior to operation, each patient was admitted 
to the hospital to improve cardiac function as much 
as possible. Vigorous and prolonged therapy was 
often necessary. The patient was assigned a func- 
tional classification according to the criteria of the 
New York Heart Association when maximum im- 
provement on the medical regimen had been 


TasLe 1.—Mortality in Ninety-two Patients After 
Mitral Commissurotomy 


Period Cumulative 
After Mortality 
Operation, 

Yr. No. % 
12 13 

15 16 

19 21 

21 23 

22 

23 25 

26 28 


achieved. Sixteen patients were placed in class 2, 
64 in class 3, and 12 in class 4. The occurrence 
of preoperative arterial emboli strengthened the 
indication for operation in eight class-2 patients. 

Dr. Ormand C. Julian and his staff performed 
all operations. The mitral valve was approached 
through the left atrial appendage in all but a few 
instances in which an incision in the left atrial 
wall was required to enter this chamber. Finger 
fracture of each commissure was then attempted. 
In some patients a knife was used in order to 
achieve maximum commissural division. 

In each instance, except one where the patient 
died before the atrium was entered, the surgeon 
estimated preoperative valve size in millimeters 
at the widest diameter of the orifice. A similar 
estimate of postoperative valve size was made in 
all but 13 patients in whom the surgeon described 
the opening obtained in terms of percentage widen- 
ing of each commissure. In order to quantitate the 
latter information, we have assumed that complete 
opening of one commissure produces a valve diam- 
eter of 25 mm. This assumption is based on the 
experience of the surgeons at this hospital. 

Since operation, all but two surviving patients 
have been examined periodically by us or by physi- 
cians working closely with us in the outpatient 
clinics. Clinic visits occurred frequently during the 
first postoperative year and afterward approxi- 
mately annually. 

Two patients were lost to this study two and 
three years postoperatively respectively. Their state 
of health is unknown at the time of writing, but 
information concerning their course as far as it 
was known has been included in subsequent 
analyses. 

Thirty-nine patients (42% of the entire group) 
were adequately observed for at least three years 
after operation. For all patients living after the 
operation for more than one year, the average 
period of postoperative clinic observation was 39 
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months. Of the group alive at the time of writing 
the median period of observation was 36 months. 
Eighty surviving patients were observed for one 
year, 59 for two, 39 for three, 26 for four, and 15 
for five years or more. 


Postoperative Results 


All patients are included in the analysis of re- 
sults, including four in whom the presence of pre- 
dominant mitral insufficiency became apparent for 
the first time at operation. No attempt at valvular 
repair was made in these persons. 

Mortality.—Seven patients (8%) died at operation 
or during the first postoperative week. All deaths 
occurred in class-3 patients. Two of these patients 
died from cardiac arrhythmias during operation, 
two from postoperative progressive cardiac failure, 
and one each from hemorrhage from a tear in the 
left atrial wall, cerebral embolism, and torn pos- 
terior papillary muscle with subsequent pulmonary 
edema. 

Nineteen patients died between six weeks and 
six years after operation (table 1). Eleven of these 
late deaths resulted from cardiac failure. The cause 
of death in the remainder is unknown. 

Improvement.—All patients were classified accord- 
ing to the amount and duration of postoperative im- 
provement (table 2). Forty-seven per cent of the 
group had sustained improvement, defined as im- 
provement of one or more functional classes during 
the first postoperative year, with subsequent main- 
tenance of this improvement during the remainder 
of the observation period. All patients in this group 
were observed for at least 18 months. 

Twenty-nine per cent of the group had initial 
improvement, defined as improvement of one or 
more classes during the first postoperative year, but 
with deterioration of at least one class during the 
18 months to five and one-half years after the 
operation. 


TABLE 2,.—Status of Patients at Least Eighteen Months 
After Mitral Commissurotomy 


Patients 
No. % 
Initial improvement with late deterioration ........ 16 16 
Initial improvement with late death ................. 12 13 
No improvement 
7 


Factors Affecting Results 


Preoperative Functional Class—The in- 
capacitated patients before operation were those 
least likely to have sustained improvement after- 
ward (table 3). Preoperative disability was related 
closely to the presence of mitral insufficiency, which 
was more than twice as frequent in class-4 as in 
class-2 patients. 
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Atrial Fibrillation.—Fifty-one per cent of the pa- 
tients had this arrhythmia prior to operation. Six 
of the seven operative deaths occurred in this 
group. Sustained improvement took place less fre- 
quently in patients with atrial fibrillation than in 
those with sinus rhythm (table 3). Mitral insuffi- 
ciency occurred more than twice as often in these 
persons as in patients with sinus rhythm. 

Twelve of 16 patients who had experienced ar- 
terial embolization before operation had atrial 
fibrillation. Postoperative embolic phenomena in 
patients with atrial fibrillation occurred in the 
brain in three cases and in the legs in two. In 
each, the embolism took place in the first month 
after operation. Three of these patients died. Apart 
from these instances, no arterial emboli occurred 
at any time during our observation after commis- 
surotomy. 

Of the 45 patients with sinus rhythm before oper- 
ation, 9 developed transitory postoperative atrial 
fibrillation reverting to sinus rhythm with or with- 
out quinidine therapy by the 10th day after opera- 
tion. Three patients developed sustained atrial 
fibrillation. 

Mitral Insufficiency.—In 39 patients mitral in- 
sufficiency was diagnosed by the presence of a 
palpable regurgitant jet of blood through the valve 
at operation. Since hemodynamic and anatomic 
conditions peculiar to the operation may influence 
this sign, it is an imperfect diagnostic tool. None- 
theless, it remains the best available. 

The regurgitant jet was considered by the sur- 
geon to be mild or moderate in 28 patients and 
severe in 11. The number of improved persons 
decreased progressively as the degree of mitral 
insufficiency increased (table 3). Baker and co- 
workers ' also found that mitral insufficiency had 
an unfavorable influence on operative results. 

Occasionally the regurgitant jet was modified 
by valve fracture. In seven patients mitral insuffi- 
ciency was produced, having previously been ab- 
sent. In four of these the resulting regurgitation 
was mild. This did not appear to affect the patient's 
prognosis, since three had sustained improvement 
and the fourth died of a cerebral embolus on the 
first postoperative day. Three of the seven patients 
incurred moderate or marked mitral insufficiency 
at operation. One failed to improve postoperatively 
and died four months later. The second improved 
for five years, but then deterioration occurred and 
he died six years after operation. The third patient 
was worse after operation but is still alive four 
years later. 

In six patients having a regurgitant jet before 
valvular manipulation, attempts at fracture in- 
creased the amount of mitral insufficiency. None of 
these patients experienced sustained improvement. 
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Commissurotomy did not decrease an existing 
regurgitant jet in any patient. In the discussion of 
the results of operation, the degree of mitral in- 
sufficiency in each case is considered as that exist- 
ing at the beginning of the surgical procedure. 

As suggested above, the clinical diagnosis of 
mitral insufficiency is fraught with error. The pres- 
ence of a high-pitched apical systolic murmur, 
louder than grade 2 (grade 6 maximum) and often 
radiating to the axilla, has been thought helpful 
in diagnosing this lesion. Only 6 of our 11 patients 
with severe mitral insufficiency had such a murmur, 
however. Four patients with severe mitral insuffi- 
ciency had an apical systolic murmur, grade 1 or 2 
in intensity, and one such patient had no systolic 
murrmur at all. Conversely, of 48 patients without 
a palpable regurgitant jet 18 had a grade 1 or 2 
apical systolic murmur and in 4 the murmur was 
louder than this. 


TaBLE 3.—Factors Affecting Postcommissurotomy Results in 
Ninety-two Patients 


Duration of Improvement 
A 


At Least 
1Yr., Sustained, 
% % 
Functional class* 
Rhythm 
Atrial fibrillation (47 patients)............ 64 87 
Mitral insufficiencyt 
Mild or moderate (28 patients)............. 75 43 
Cardiothoracic ratiot 


- New York Heart Association functional classification. 

tIn four patients the surgeon did not comment on mitral insuffi- 
cieney. 

t Preoperative x-rays not available in 17 patients 


In the absence of hypertension or aortic valve 
disease, none of our patients with mitral insufficien- 
cy had electrocardiographic evidence for left ven- 
tricular hypertrophy by the criteria of Sokolow and 
Lyon.’ Grant * has commented on the lack of au- 
topsy evidence for left ventricular hypertrophy in 
mitral insufficiency. Wierum and Glenn,‘ however, 
were able to establish certain combinations of pre- 
cordial QRS voltages which, in persons with atrial 
fibrillation, were associated with mitral insufficiency 
in a large percentage of cases. 

Our experience confirms the conclusions of Wier- 
um and Glenn. Seventeen of 24 patients with atrial 
fibrillation and any degree of mitral insufficiency 
satisfied their criteria for this lesion. None had hy- 
pertension or known aortic valve disease. Use of the 
criteria of Wierum and Glenn resulted in no false- 
positive diagnoses of mitral insufficiency. 

Careful x-ray and fluoroscopic examination af- 
forded evidence for left ventricular enlargement in 
only 2 of the 11 patients with severe mitral insuf- 
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ficiency. On the other hand, using these techniques 
the roentgenologist concluded that the left ventricle 
was enlarged in six patients with no known lesion 
stressing the myocardium of this chamber. 
Associated Valve Lesions and Hypertension.—The 
diagnosis of associated significant aortic stenosis 
was made in two patients. Both had simultaneous 


TasLe 4.—Relationship of Preoperative Value Size to Results 


Valve Diameter 


— 


6-10 Mm. >10 Mm. 
(39 Patients), (41 Patients), (11 Patients), 
% % % 


Duration of Improvement 
At least 1 yr. 73 46 
Sustained 4 18 


aortic and mitral commissurotomy and were ini- 
tially improved, but only one enjoyed sustained im- 
provement. Four patients were thought to have less 
severe but definite aortic stenosis because of a typ- 
ical basal systolic murmur and evidence for left 
ventricular hypertrophy by electrocardiogram, 
x-ray, or both. One had sustained improvement 
after operation, one had only temporary improve- 
ment, and two died six weeks and one year after 
operation respectively. 

A characteristic diastolic murmur indicating 
semilunar valve insufficiency was present after op- 
eration in seven patients. In two this was ascribed 
to pulmonary valve insufficency. Aortic insufficiency 
was believed to be present in five patients and was 
thought to be hemodynamically insignificant in 
four. Only one of these patients derived sustained 
improvement from mitral valve operation. The two 
patients who had both mitral and aortic commis- 
surotomy showed postoperative evidence for aortic 
insufficiency, one having a diastolic blood pressure 
of 50 mm. Hg and the other 80 mm. Hg. 

Serious tricuspid valve disease was not believed 
present in any patient preoperatively. One patient 
had essential hypertension with left ventricular en- 
largement and diastolic blood pressure consistently 
above 110 mm. Hg. His condition was initially im- 
proved after operation but subsequently deterio- 
rated. 

Mitral Valve Calcification—The operator noted 
severe valve calcification in nine patients, of whom 
only three derived sustained improvement from the 
procedure. The remainder were not improved or 
died. Significant mitral insufficiency was almost a 
uniform finding in patients with severe valve cal- 
cification. It failed to occur only once when the 
valve was heavily calcified. The surgeon produced 
an average valve opening 4 mm. smaller in these 
patients than in those without severe calcification. 

On the other hand, mild or moderate calcifica- 
tion did not affect postoperative results. These 
findings are similar to those in Mounsey’s series.” 

Preoperative Heart Size.—On the whole, patients 
with large hearts derived less benefit from commis- 
surotomy than did those with smaller hearts (table 
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3). A high cardiothoracic ratio often indicated the 
presence of lesions adding to the load of the left 
ventricle. Less than one-third of our patients with- 
out aortic stenosis or mitral insufficiency had car- 
diothoracic ratios over 60%, but more than two-thirds 
of those with one or the other of these lesions had a 
cardiothoracic ratio above this value. Mitral insuffi- 
ciency was almost three times as frequent in pa- 
tients with cardiothoracic ratio over 60% as in the 
other patients in this series. 

In most patients with high cardiothoracic ratio 
without lesions causing stress to the left ventricle, 
cardiac enlargement can be explained by severe 
right ventricular hypertrophy secondary to tight 
mitral stenosis and increased pulmonary vascular 
resistance. Eleven of 13 patients with cardiotho- 
racic ratio over 60%, but without aortic stenosis or 
mitral insufficiency, had electrocardiographic evi- 
dence of right ventricular hypertrophy and a mitral 
valve diameter of 8 mm. or less. 

Precommissurotomy Valve Size.—As might be ex- 
pected, the smaller the size of the mitral orifice be- 
fore commissurotomy the more likely is the patient 
to experience both initial and sustained improve- 
ment after operation (table 4). In patients with 
the same degree of disability but with different 
mitral orifice sizes, factors other than mechanical 
valve obstruction must contribute to incapacity in 
those patients with the larger valve areas. Mitral 
insufficiency is certainly one of these factors. All of 
our patients with preoperative valve diameters 
greater than 10 mm. had mitral insufficiency. Table 
5 clearly indicates the rarity of the coexistence of 
severe mitral stenosis and severe mitral insufficien- 
cy, a conclusion also reached by Gorlin and co- 
workers.° The valve narrowing was likely to be 
intermediate in degree in patients with mild or 
moderate mitral insufficiency. 

After careful preoperative evaluation, none of our 
patients was thought to have active rheumatic 
carditis. It is possible, however, that clinically un- 
detected carditis may in some instances have con- 
tributed to disability by causing malfunction of the 


TaBLeE 5.—Relationship of Mitral Insufficiency 
to Preoperative Valve Size 
Mitral Insufficiency 
Mild or 
Moderate, Severe, 
No. 


No. 
0 


1 5 
6 


myocardium itself. At present, no reliable method 
for evaluation of this type of malfunction exists in 
patients with valvular heart disease. One might log- 
ically suspect, however, that the mitral orifice size 
would be larger in an individual patient if myo- 
cardial incompetence plus mitral stenosis contrib- 
uted to his disability than if mitral stenosis alone 
accounted for it. Using this argument, we found 
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no evidence that such myocardial incompetence 
played a significant role in our patients, since no 
patient without mitral insufficiency had a mitral 
valve diameter greater than 10 mm. 

Postcommissurotomy Valve Size—Four of our 
patients with severe mitral insufficiency had such 
large valve areas that the surgeon believed it un- 
wise to attempt further opening. None of these pa- 
tients improved, and two have subsequently died. 
A fifth patient died of cardiac arrest during induc- 
tion of anesthesia. In the remaining 87 patients the 
operator achieved various amounts of widening 
of the mitral orifice. 

When the valve was opened to a diameter of 
greater than 20 mm., the resulting sustained func- 
tional improvement was much more frequent than 
when lesser amounts of widening were produced 
(table 6). Our patients usually improved initially 
regardless of the extent of the commissurotomy, but 
the benefit to those obtaining only slight relief 
of their mitral valve narrowing was short-lived. 

Five patients, each with initial but temporary 
functional improvement after operation, underwent 
repeat commissurotomy three to four and one-half 
years later. Three of these patients subsequently 
experienced sustained improvement, one had only 
temporary improvement, and one did not show im- 
provement and later died. The results of the second 
procedure are not included in the data presented 
elsewhere in this communication. 

In two of these five patients, the valve diameter 
discovered at operation was less than that achieved 
at the previous operation, having decreased by 14 
mm. in one and by 17 mm. in the other. In two pa- 
tients no change in valve size had occurred. In both 
these patients only a 15-mm. opening had been ac- 
complished at the first operation. The fifth patient 
was reoperated on elsewhere. 

Other Factors.—The patient’s age or sex had no 
influence on the likelihood of improvement after 
operation. Aschoff bodies, found in the routine left 
auricular biopsy in 17 patients, likewise did not 
affect the outlook for benefit from the procedure. 


Postoperative Findings 


The apical diastolic murmur of mitral stenosis 
disappeared permanently in eight patients after op- 
eration. This appears to indicate a relatively fa- 
vorable prognosis, since five of these patients had 
sustained and two temporary improvement and 
only one derived no improvement from the opera- 
tion. 

In 12 patients apical systolic murmurs present 
before operation increased in intensity afterward, 
and in 10 patients an apical systolic murmur was 
detected after operation for the first time. In only 
three of these patients did the surgeon believe that 
mitral insufficiency had increased as a result of the 
procedure. Appearance or increase in intensity of 
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such a murmur did not adversely affect prognosis, 
since all but 3 of these 22 patients showed at least 
temporary improvement after operation. 

Apical systolic murmurs decreased in intensity 
or disappeared in 15 patients after operation. Eight 
of these had sustained improvement postoperative- 
ly, and four improved temporarily. During the peri- 
od of observation after operation, electrocardio- 
graphic evidence for right ventricular hypertrophy 
by the criteria of Sokolow and Lyon’ disappeared 
in six patients and decreased in three. No consistent 
postoperative changes occurred in direction of the 
mean frontal plane QRS vector. 

Although cardiothoracic ratio usually did not 
change or decreased slightly during postoperative 
observation, it increased in 12 patients. Eight of 
this group had mitral insufficiency, an aortic valve 
lesion, or hypertension. In four of these eight pa- 
tients mitral insufficiency was produced or increased 
as a result of valve fracture. In the remaining 4 of 
the 12 patients no reason for postoperative increase 
in cardiothoracic ratio was apparent. Two of these 
four persons showed improvement despite the in- 
crease in heart size. 


TaBLE 6.—Relationship of Postoperative Valve Size 
to Results® 
Valve Diameter 


<2] Mm. >20 Mm. 
(24 Patients), (63 Patients), 
Duration of Improvement % hy 
At least 1 yr. ... 7 M 


* In four patients, each with severe mitral insufficiency, surgeon did not 
attempt to widen valve. 


Comment 


In an evaluation of the effect of mitral commis- 
surotomy on the natural history of rheumatic heart 
disease with mitral stenosis, it is logical to attempt 
to compare morbidity and mortality of patients op- 
erated on to that of similar patients treated medi- 
cally. Since prognosis relates closely to the patient's 
incapacity, comparing the data in one patient to 
those in another requires at least that they receive 
similar therapy before being assigned a numerical 
functional classification. Competent medical treat- 
ment frequently permits upgrading a patient one 
or more functional classes. Thus, it would obvious- 
ly be misleading to compare the prognosis of a com- 
pletely untreated class-3 patient with that of a 
patient initially in class 4 but attaining class 3 after 
intensive therapy. 

Unfortunately, the medical literature available to 
us concerning nonsurgically treated mitral stenosis 
contains no prognostic report in which the nature 
of medical therapy throughout the observation 
period can satisfactorily be ascertained. Olesen," in 
his large and carefully analyzed series, assigned 
patients a functional classification on the basis of 
their symptoms at the time of admission to the 
hospital. Since it appears likely that previous ther- 
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apy had varied considerably, one may reasonably 
assume that the composition of each functional class 
was heterogeneous. We are thus unable to compare 
the morbidity or mortality of patients in Olesen’s 
series to that in our patients, who were assigned 
a functional classification only after a vigorous at- 
tempt to achieve maximum benefit from medical 
treatment. 

We encountered these and other difficulties in 
attempting to compare our patients with those in 
other groups in the literature. All of Grant's ° pa- 
tients, for example, were males. The data of Ma- 
gida and Streitfeld '° do not permit establishment of 
the prognosis of persons in a given functional class. 

Efforts to compare our results with those obtained 
by others in surgically treated patients were some- 
what more rewarding, although the outcome in our 
patients is less encouraging than that described in 
many reports in the American literature. We believe 
this discrepancy stems largely from differences in 
series composition and in methods and time of pa- 
tient follow-up study, since the amount of valve 
opening obtained at operation in our series appears 
to have been comparable to that reported else- 
where." 

Bailey and Bolton,'* for example, do not men- 
tion their technique of evaluation after operation. 
L. B. Ellis and associates '* reported that nearly all 
patients maintained their peak postoperative im- 
provement for periods up to six years. Since much of 
their information about the patient's condition was 
obtained by questionnaire to the patient himself 
or from his physician’s reports, the possible unreli- 
ability of this type of data may account for prog- 
nostic differences betwen their series and ours. If 
contacted by letter, patients and their physicians 
in our experience are almost uniformly overenthusi- 
astic about the extent of improvement obtained 
from operation. When closely questioned in the 
clinic, these patients not infrequently reveal sur- 
prising exercise limitation. Perhaps the experience 
of one life-threatening operation and the fear of 
requiring another, together with habituation to the 
symptoms of their chronic disease, permit these 
patients to develop an uncritical attitude toward 
their disability. 

Some authors may have biased the outcome by 
eliminating certain operated patients from consider- 
ation because of inadequate observation after oper- 
ation * or for uncertain reasons.’* Similarly, it was 
difficult to compare our results to those of Maha 
and Orgain,'* the majority of whose patients were 
in functional class 2, or to the findings in the all- 
male series of Williams and co-workers."” 

On the other hand, methods in three series in the 
literature were sufficiently similar to ours to permit 
critical comparison of results. Baker and associates ' 
reported approximately 55% sustained improvement 
in a group of patients with a median follow-up 
period for survivors of about 40 months. Forty-sev- 
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en per cent of our patients had sustained improve- 
ment during a comparable time. The incidence of 
mitral insufficiency was higher in our group than in 
that of Baker and co-workers. 

Turner and Fraser * reported sustained improve- 
ment in 63% of 250 patients observed for a period 
of time similar to that of our group. These authors 
did not include information concerning postoper- 
ative valve size or incidence of mitral insufficiency. 
They probably excluded poor-risk patients from op- 
eration more successfully than we, however, since 
the frequency of atrial fibrillation, valve calcifica- 
tion, and severe cardiac enlargement was distinctly 
less in their series. 

Of a group of 120 patients observed for three and 
one-half to seven years, F. H. Ellis and associates *° 
found 66% with sustained improvement. They did 
not supply information on the valve opening ob- 
tained at operation. The lower incidence of mitral 
insufficency in their group, half that in ours, may 
explain some of the discrepancy in results. In addi- 
tion, follow-up information in one-third of their 
patients was apparently obtained by letter rather 
than by personal examination. 

All of these authors report that a significant num- 
ber of initially improved patients had shown deteri- 
oration three to four years after operation. 

In our patients the two most important factors 
affecting results were mitral insufficiency and the 
amount of valve opening obtained at operation. 
The incidence of sustained postoperative improve- 
ment was approximately inversely proportional to 
the severity of mitral insufficiency. Even mild mitral 
insufficiency adversely influenced prognosis. If this 
type of operation continues to be recommended to 
patients with mitral valve lesions, development of 
reliable techniques for preoperative assessment of 
mitral insufficiency should therefore hold high pri- 
ority in cardiovascular research. 

The likelihood of sustained improvement after 
operation was also closely related to the postoper- 
ative valve size. Although most patients benefited 
temporarily from a minimal widening of the valve, 
sustained relief of symptoms became far more like- 
ly when the surgeon could produce a valve diam- 
eter of 21 mm. or more. Baker and associates ' and 
Mounsey ° also observed that improveinent tended 
to be transitory with postoperative valve diameters 
of less than 20 to 25 mm. 

The presence of atrial fibrillation, advanced func- 
tional class, severe mitral valve calcification, large 
preoperative valve size, or significant cardiac en- 
largement also predicted relatively poor results 
from operation. All of these factors were closely re- 
lated to the severity of mitral insufficiency. Ade- 
quate fracture of the mitral valve was also less 
likely in patients with a heavily calcified valve. 

It was discouraging that late deterioration fol- 
lowed initial improvement in several patients 
despite apparently adequate commissurotomy and 
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absence of the adverse prognostic factors noted 
above. Twenty patients without mitral insufficiency 
or associated valve lesions obtained a valve diam- 
eter of more than 20 mm. at operation and were 
ranked in functional class 1 a year postoperatively. 
Two of these patients showed deterioration by at 
least one functional class and two more died during 
an observation period ranging from 18 months to 
seven years and averaging 33 months. 

We can only conjecture on the cause of deterio- 
ration in this group of patients. Their preoperative 
heart size, age, and incidence of atrial fibrillation 
did not distinguish them from patients obtaining 
more lasting improvement. Gradual restenosis of the 
valve, myocardial insufficiency, or both may have 
caused this late deterioration, but available evi- 
dence is inadequate to determine its cause with 
certainty. 

The prognosis for patients in a given functional 
class after operation, without any of the previous- 
ly noted adverse factors, is thus less good than one 
might predict for medically treated patients in the 
same functional class. Patients treated by mitral 
commissurotomy can be expected to show deteriora- 
tion more rapidly than the nonsurgical group. 


Selection of Patients for Mitral Commissurotomy 


In the modern era, when open-heart surgery with 
the aid of a pump-oxygenator is being evaluated 
in many centers, one may inquire whether a non- 
visual surgical approach still has a place in the 
treatment of patients with mitral valve disease. Cer- 
tainly under direct vision more effective plastic re- 
pair may be expected. The complexity of cardiac 
bypass techniques, however, makes it likely that the 
operative mortality of these procedures in patients 
with uncomplicated mitral stenosis will exceed that 
of mitral commissurotomy for some time to come. 

Our series indicates that the risk with closed- 
heart mitral valve surgery is small and that results 
are excellent provided the procedure is used with 
discrimination. We suggest that mitral commis- 
surotomy, performed by the technique previously 
described, be recommended to patients having 
severe or progressive disability and meeting the 
following criteria: (1) absence of a high-pitched 
apical systolic murmur louder than grade 2 in in- 
tensity, (2) minimal or no mitral valve calcification 
seen by fluoroscopy, (3) absence of electrocardio- 
graphic evidence for left ventricular hypertrophy 
by the criteria of Sokolow and Lyon * or for mitral 
insufficiency by the standards of Wierum and 
Glenn,* and (4) cardiothoracic ratio of less than 
61%. 

Of 75 patients for whom information about these 
criteria was available, 37 satisfied all criteria. Of 
these 37, 2 died at operation, 34 (92%) improved 
initially, and 28 (76%) had sustained improvement 
after operation. Of the 38 patients failing to meet 
one or more of these criteria, only 9 (24%) had sus- 
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tained improvement. It is the latter group whose 
outlook may improve significantly from application 
of new techniques in mitral valve surgery. 

In view of the high incidence of deterioration in 
patients deriving an inadequate valve opening from 
operation, it is obvious that strenuous but skillful 
efforts to obtain the maximum possible diameter 
must be made by the operator. The surgeon most 
experienced in this technique can generally be 
expected to obtain the best results. 

Summary 

Ninety-two consecutive patients, subjected to mi- 
tral commissurotomy between 1951 and 1957, were 
repeatedly observed in the outpatient clinic by the 
same group of physicians. Two patients were lost to 
the study two and three years postoperatively re- 
spectively. The average period of observation after 
operation for patients surviving more than one year 
was 39 months. Operative mortality was 8%. Deaths 
occurring during the several years of observation 
after operation brought the total mortality to 28%. 

Each patient was assigned a functional classifi- 
cation according to the criteria of the New York 
Heart Association after intensive therapy in the 
hospital. Although improvement of one or more 
functional classes occurred for at least one year in 
76% of all patients, this improvement was sustained 
during the remainder of the observation period in 
only 47% of the total group. 

The major factors adversely affecting prognosis 
were mitral insufficiency and production of an in- 
adequate valve opening at operation. Severe valve 
calcification made satisfactory commissurotomy less 
likely and was often associated with significant 
mitral insufficiency. Mitral insufficiency also oc- 
curred frequently with atrial fibrillation, cardiac 
enlargement, and severe preoperative disability. 
Although close comparison of the prognosis in our 
patients with that in nonsurgically treated persons 
was impossible, it is likely that patients in a given 
functional class a year after mitral commissurotomy 
have a less favorable outlook than medically treated 
patients in the same functional class. 

Mitral commissurotomy should be recommended 
to patients with progressive or severe disability 
from mitral stenosis if a significant apical systolic 
murmur, mitral valve calcification, cardiac enlarge- 
ment, and electrocardiographic evidence for mitral 
insufficiency are absent. New techniques for mitral 
valve surgery may offer significant benefit to pa- 
tients not meeting these criteria. 

840 S. Wood St. (12) (Dr. Bliss). 
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The problem of weight reduction is receiving 
widespread attention in view of the demonstrated 
relationship between longevity and body weight, as 
well as the more specific relationship between obes- 
ity and certain chronic diseases, i. e., diabetes, car- 
diovascular disease, and arthritis. Probably an 
equally important motivation for weight reduction, 
particularly in the female population of certain 
social strata, is the general acceptance of the lep- 
tosomatic configuration as the most attractive and 
desirable. As a result, considerable efforts are being 
expended by various organizations primarily to 
exploit the desire of many to lose weight by the 
easiest, most rapid, and least painful procedure. 

It has been estimated that about 100 million 
dollars is spent annually for weight-reducing pur- 
poses.' Unfortunately, it is not generally recognized 
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The anorexigenic effects of phenylpro- 
panolamine and dextro amphetamine were 
compared in a study of 80 mentally deficient 
institutionalized patients, without dietary re- 
strictions. One group received dextro am- 
phetamine, two groups received phenyl- 
propanolamine in dosages of 25 and 50 mg. 
thrice daily, and one group received a 
placebo. The average changes in weight for 
the four groups after two weeks were —4.6, 
—0.9, —0.8, and +0.3 Ib. (—2.1, —0.41, 
—0.36, and +0.14 kg.) respectively. While 
the dextro amphetamine significantly re- 
duced the voluntary intake of food in the 
first group, no significant effect was induced 
by the phenylpropanolamine even in double 
the recommended dosage. 
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that there may be multiple psychological and 
physiological factors influencing appetite and that 
the problem of weight reduction frequently cannot 
be resolved by a single universally applicable ap- 
proach. The pharmacotherapeutic approach to 
weight reduction (as might be anticipated) has 
received enthusiastic public support, primarily be- 
cause of the alleged simplicity of treatment, as well 
as the relative safety and therapeutic effectiveness 
of the various agents recommended. 

There can be no question that certain pharma- 
cological agents * (if prescribed by physicians who 
comprehend the complexities of the problem of 
weight reduction) may be effective adjuncts in a 
total therapeutic regimen (diet and psychotherapy). 
On the other hand, without sufficient scientific 
evidence to support claims of specific anorexigenic 
properties,’ pharmaceuticals are being made avail- 
able to the public without prescription. The present 
study was conducted to compare the clinical effec- 
tiveness of one of these agents (phenylpropanola- 
mine) with a related sympathomimetic amine of 
proved therapeutic value (dextro amphetamine). 
Although phenylpropanolamine is currently widely 
exploited as the principal or the allegedly thera- 
peutically effective chemical ingredient of several 
widely advertised “no-diet” reducing nostrums, sat- 
isfactory evidence does not appear available at this 
time to support the claimed mechanism of action. 
Evidence for therapeutic efficacy is based in part on 
clinical observations attesting to the value of the 
above compound as an effective agent in controlling 
appetite and in the reduction of weight of obese 
subjects. The majority of the subjects studied, how- 
ever, in addition to receiving phenylpropanolamine 
were placed on a low-calorie diet. Subsequent ex- 
perience has proved the drug to have either 
questionable or no value as an anorexigenic agent.' 


Method 


To obviate some of the psychological factors 
influencing any weight-reduction program in the 
mentally alert population, institutionalized obese 
patients with idiopathic mental deficiency were 
selected for the present study. These otherwise 
physically normal subjects had been residents of 
the institution for a number of years, and their 
body weight had been recorded monthly since their 
admission. There had never been any dietary re- 
striction either before or during the study, and 
their daily food intake consisted of a well-balanced 
diet known to contain about 3,000 calories—an in- 
take, in view of their obesity, obviously well above 
their energy requirements. 

Despite the low intellectual capacity of the sub- 
jects, the study was nevertheless conducted with 
use of the “blind” procedure, so }that none of the 
personnel associated with the project were aware 
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of the nature or identity of the drugs administered. 
The drugs were compounded and labeled by an 
independent pharmacist and their compositions 
made known to us only after completion of the 
study. 

The 81 subjects selected for the study were di- 
vided into four approximately equal groups, and 
each subject of each group was given one of the 
four preparations under investigation three times a 
day, one hour before meals, for a period of six 
weeks. The drugs were administered by cottage 
supervisors (not aware of the identity of the drugs) 
who made certain of their ingestion by the sub- 
jects and were responsible for recording the weekly 
weights of all cottage residents participating in the 
investigation. 

TABLE 1.—Weight Changes with Phenylpropanolamine 
Hydrochloride, Twenty-five Milligrams Three Times a Day 


Weight Change Total 
Initial 2-Wk. Period, Lb. Weight 


Sub- Age Height, Weight, — ~ — Change, 

ject LQ. Yr. Sex In. Lb. 2 4 6 Lb. 
1 44 67 F 62.0 175.5 0.5 3.0 1.0 4.5 
2 38 20 F 62.5 136.2 0.2 —20 +10 12 
3 2% on F 66.0 162.0 20 +2.0 2.0 2.0 
4 30) F 66.0 176.0 +20 20 +48 +4.8 
5 46 39 F 68.5 160.5 23 1.7 +1.5 —2.5 
6 44 35 F 68.0 189.0 —2.0 +3.0 2.0 +3.0 
7 31 w F 61.0 163.2 2.7 05 +5.5 +2.3 
s 15 40 F 61.2 137.0 1.2 ey —2.2 
9 28 28 F 57.0 131.0 +02 —2.0 
29 45 F 65.0 217.0 +0.2 
ll 43 15 F 61.5 151.2 22 5.0 64 
12 21 ll F 51.0 8.0 +05 20 “1.5 3.0 
13 «Idiot 19 M 68.5 168.5 +53 3.8 +20 +3.5 
l4 27 43 F 66.0 181.5 +15 +115 
15 43 21 M 64.5 174.2 2.2 0 -1.0 —8.2 
16 33 45 M 66.0 182.0 0 80 +3.0 0 
17 st) 17 M 65.0 184.0 70 40 +10 —100 
18 2 27 M 67.5 220.0 40 50 +45 4.5 
19 20 36 M 615 186.0 +20 +1.0 

Mean values 

33 33 62.8 167.4 0.9 


* Weights not recorded 
+t Mean of recorded values. 


Only after completion of the study was it dis- 
closed that in one group of 19 subjects each had 
received 25 mg. of phenylpropanolamine three 
times a day and in another group of 19 each was 
given 50 mg. of the drug three times a day. In a 
third group, comprising 22 patients, each received 
5 mg. of dextro amphetamine. The fourth group, 
consisting of 21 obese subjects, received before 
meals a placebo with physical characteristics indis- 
tinguishable from those of other capsules under 
investigation. 

Results 

Table 1 presents the results obtained in 19 sub- 
jects before and during the administration of 25 
mg. of phenylpropanolamine three times a day. In 
13 of the subjects there was either no change in 
weight or a weight loss which varied from 1 to 
10 Ib. after six weeks of study. In 6 of the subjects 
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there was a gain in weight of 1.0 to 11.5 Ib. during 
the period of investigation. The average weight loss 
was 0.14 Ib. per person per week and 0.86 Ib. per 
person after six weeks’ use of the drug. 

Table 2 presents the findings for the 18 subjects 
receiving 50 mg. of phenylpropanolamine three 
times a day for six weeks. Use of the drug was dis- 


TABLE 2.—Weight Changes with Phenylpropanolamine 
Hydrochloride, Fifty Milligrams Three Times a Day 


Weight Change/ Total 
Initial 2-Wk. Period, Lb. Weight 


Sub Age, Height, Weight, ————-_~—-L Change, 
ject 1.Q Yr. Sex In. Lb. 2 4 6 Lb. 
1 40 46 F 57.0 47.0 —10 —4.5 0 —5.5 
2 46 F 61.0 162.0 —-18 +45 —1.7 +1.0 
8 22 40 F 60.0 148.0 402 —1.2 0 —1.0 
4 37 89 F 68.0 1670 —10 +2.0 0 +10 
62 43 F 63.0 174.0 +62 0 +08 47.0 
6 15 F 64.0 159.5 -15 —08 —2.5 
7 w 48 F 68 208.5 +1.7 +17 
17 18 F 63.5 47.8 —2.0 —2.0 
9 15 48 F 58.0 198.2 +30 +5.6 
10 33 15 M 60.0 137.0 +48 —2.3 23 +48 
11 60 36 M 72.0 234.0 —15 +05 +1. 0 
Idiot M 49.0 67.0 65 +15 +10 —40 
13 11 20 M 57.5 119.0 18 +428 —2.5 1.5 
l4 57 42 M 62.0 175.0 +18 —88 +0. 1.5 
1b 49 24 M 55.2 171.5 7.3 +16 480 —2.7 
16 39 28 M 70.0 220.5 7 0 +10 —60 
17 40 38 M 67.0 22.5 60 +20 +1.0 3.0 
18 20 31 M 65.0 19.0 —8.0 0 +38.0 —50 
Mean values 
34 32 61.6 170.9 —15 +05t —0.8 


* Weights not recorded, 
t Mean of recorded values. 


continued in one additional subject after two weeks 
because of an illness not related to drug ingestion. 
Of the 18 subjects completing the study, 12 showed 
no change in weight or a weight loss of 1 to 6.0 Ib., 
and in the remaining 6 subjects there was a weight 
gain of 1 to 7.0 lb. The average weight loss per 
person per week was 0.13 lb., and for the six weeks 
it was 0.76 lb. 

The changes in weight recorded for the 21 sub- 
jects given 5 mg. of dextro amphetamine three times 
a day are presented in table 3. Here again use of 
the drug was discontinued in one additional subject 
after two weeks. In the 21 remaining subjects, 19 
lost from 0.2 to 10 Ib. and 2 showed a weight gain 
of 2.3 and 3.0 lb. during the six weeks of the study. 
The average weight loss per person per week was 
(0.76 lb., and for the six-week period it was 4.56 lb. 

Table 4 presents the results on 21 subjects who 
received a placebo three times a day for a period 
of six weeks. Eight of the subjects experienced a 
weight loss of 0.2 to 9.5 Ib., and the remaining 13 
subjects showed a gain of 0.3 to 6 Ib. for the six- 
week period. There was an average weight gain of 
0.05 Ib. per person per week and 0.3 Ib. per person 
during the entire period of the study. 

It is apparent from the data that the changes in 
weight resulting from the administration of 25 and 
50 mg. of phenylpropanolamine three times a day 
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were no more significant than that associated with 
the administration of the placebo. On the other 
hand, the mean weight loss of 4.56 lb. per person 
resulting from the ingestion of dextro amphetamine 
for the six weeks of the study is statistically signifi- 
cant and in conformity with findings of numerous 
previous studies. The fact that not all of the sub- 
jects receiving dextro amphetamine demonstrated 
a significant weight loss (some even showed a 
weight gain) perhaps serves to emphasize further 
the existence of multiple variables influencing 
weight reduction in the present group of subjects 
with low intelligence quotients. Thus, the thera- 
peutic effectiveness of a recognized pharmacologi- 
cally potent anorexigenic agent may, even in men- 
tally deficient subjects, be neutralized, possibly by 
cortical or subcortical influences. 


Comment 


The results demonstrate that two closely related 
sympathomimetic amines, when studied under sim- 
ilar conditions with use of the “blind” procedure, 
possess significant differences in anorexigenic po- 


TaBLe 3.—Weight Changes with Dextro Amphetamine, 
Five Milligrams Three Times a Day 


Weight Change/ Total 
Initial 2-Wk. Period, Lb. Weight 


Sub- Age, Height, Weight, ————_~—~ Change, 
ject I1.Q. Yr. Sex In. Lb. 2 4 6 Lb. 
1 65 19 « F 66.5 168.0 —8.5 +0.7 —2.2 —10.0 
2 67 57 F 61.0 166.0 —18 —22 —-10 —50 
3 71 45 F 63.0 198.2 —12 —43 +08 —4.7 
4 20 45 F 48.0 152.0 —13 —4.7 +1. —4.5 
53 58 F 63.0 138.0 —18 —3.7 -4.5 —100 
6 65 14 F 65.0 200.5 —8.5 0 —15 —10.0 
7 52 46 F 58.0 143.2 —2.7 +17 —3.2 —4.2 
8 40 34 F 63.0 144.5 20 +10 -30 —4.0 
9 14 48 F 56.0 163.8 —2.8 vi bs —4.6 
10 21 61 F 57.0 156.2 +2.3 
2 27 F 56.8 182.2 —1.0 —3.4 
12 25 40 F 61.0 148.2 +1.0 —3.2 
13 76 27 M 57.0 229.5 6.5 +2.0 0 —41.5 
14 46 26 F 62.0 121.2 —-10 —72 -08 
15 33 4 M 61.5 15.5 410 0 —-138 —03 
16 Imbecile 13 M 59.0 4.0 —9.0 
17 Undeter- 21 M 72.5 205.0 —15 42.5 —-12 —02 
mined 
18 19 39 M 61.5 1625 —10 —1.5 0 —2.5 
19 36 51 M 67.0 222.0 0 +2.0 +1.0 +3.0 
20 Undeter- 20 M 66.0 10.0 —7.0 —3.0 0 —10.0 
mined 
21 27 42 M 58.0 145.0 0 —6.0 +40 —20 
Mean values 
42 36 61.1 168.5 —2.2 —1.2t —0.7t 


* Weights not recorded. 
t Mean of recorded values. 


tency. Phenylpropanolamine, when administered in 
recommended doses, and even in twice the sup- 
posedly therapeutic doses, failed to effect a statis- 
tically significant reduction in weight. The changes 
in weight associated with the ingestion of phenyl- 
propanolamine were of approximately the same 
magnitude as those accompanying the ingestion of 
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a placebo. The administration of dextro ampheta- 
mine, on the other hand, was associated with a 
statistically significant reduction of weight. 

There is considerable experimental evidence to 
indicate that certain sympathomimetic amines, par- 
ticularly amphetamine and dextro amphetamine, 
can facilitate weight loss in both animals and man." 
The weight loss apparently results primarily from 
a reduction in food intake due to a diminution of 
appetite. Although the exact mechanism of action 
is unknown, a direct central nervous system effect 
is postulated, since denervation of the alimentary 
tract in dogs does not alter the anorectic potency 
of the drugs effective in intact animals. Phenyl- 
propanolamine, also a sympathomimetic amine, has 
pharmacological properties presumably most sim- 


TABLE 4.—Weight Changes with Placebo, Three Times a Day 


Weight Change/ Total 
Initial 2-Wk. Period, Lb. Weight 


Sub- Age, Height, Weight, —_——_~—,. Change, 
ject 1Q. Yr. Sex In. Lb. 2 4 6 Lb. 
1 57 48 F 66.5 163.0 -—6.0 —08 —2.7 —9.5 
2 43 26 F 61.0 174.8 +1.2 0 —20 —08 
3 2 39 F 66.0 171.0 41.0 +10 +20 +440 
4 ay F 59.0 144.0 0 +380 —1.0 
5 48 30 F 62.0 136.0 —40 +60 —70 —5.0 
6 30 32 F 53.0 137.0 0 +2.0 0 +2.0 
7 66 43 F 59.5 136.8 +19 —12 0 +0.7 
8 10 62 F 62.5 191.8 +1.0 ° * +0.7 
9 22 55 F 61.5 180.2 +06 —0.2 
10 32 17 F 52.2 119.2 +2.0 +0.8 
ll 16 40 F 60.5 11.0 +15 +4.5 
23 48 F 58.5 177.2 +2.3 +18 
13 70 61 M 65.0 201.0 +10 410 0 2.0 
“4 44 16 F 56.0 106.0 0 +30 —10 +2.0 
+s) 2% 19 M 60.0 125.2 403 —10 +10 +403 
16 Undeter- 17 M 57.0 +30 405 —1.0 

mined 
17 30 18 M 67.5 17118 -—-08 -20 -10 —38 
18 30 30 M 69.0 173.8 0 +1.7 +405 2.2 
19 31 26 M 65.0 200.0 +1.0 0 +5.0 +6.0 
20 16 28 M 65.0 168.0 —30 —10 +10 —80 
21 45 4 M 67.0 187.0 0 +3.0 0 +3.0 
Mean values 

37 35 61.6 157.6 +0.1 +0,2+ ot +0.3 


* Weights not recorded. 
+ Mean of recorded values. 


ilar to those of ephedrine. The stimulating effects 
of ephedrine and phenylpropanolamine on the 
central nervous system are believed to be less 
intense than that of amphetamine. 

The results of the present investigation lend sup- 
port to the concept that phenylpropanolamine does 
not exert a marked central nervous system effect, at 
least insofar as appetite reduction is concerned, and 
indicate that it is of little therapeutic value as a 
pharmacotherapeutic adjunct in the management 
of obesity. In view of the generally recognized 
effectiveness of psychological forces alone on appe- 
tite control, these results do not preclude the pos- 
sibility of weight loss in a receptive or susceptible 
population when phenylpropanolamine, or even a 
placebo, is administered along with sufficient psy- 
chological motivation provided by a_ physician. 
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There thus appears to be little justification or 
rationale for the promiscuous use of pharmacologi- 
cal agents whose therapeutic effectiveness cannot 
be proved or justified. 

Finally, in view of the many psychological and 
physiological factors involved, as well as the recog- 
nized increased incidence of certain disease entities 
in the obese population, weight reduction should be 
supervised by physicians, particularly when drugs 
are used as therapeutic adjuncts. 


Summary and Conclusions 


The comparative anorexigenic potencies of 
phenylpropanolamine and dextro amphetamine 
were determined in a quadruple-blind study con- 
ducted on 81 obese mentally deficient subjects. 
There was no attempt to restrict food intake, and the 
known caloric consumption was at least 3,000 calor- 
ies per day. These subjects were selected to obviate 
insofar as possible the many psychological factors 
known to influence weight reduction in the mentally 
alert population. The results failed to demonstrate a 
significant reduction in weight in the groups of 
subjects receiving 25 and 50 mg. of phenylpro- 
panolamine three times a day and those given a 
physically indistinguishable placebo. In the group 
of subjects receiving 5 mg. of dextro amphetamine 
three times a day over a similar period of time, 
there was a statistically significant reduction of 
weight. Although related chemically to dextro 
amphetamine and retaining certain of its peripheral 
properties, phenylpropanolamine, as indicated by 
this study, differs in that it does not possess sig- 
nificant anorexigenic potency. 

19th Street and Massachusetts Avenue S. E. (3) (Dr. 
Fazekas ). 

This investigation was undertaken at the request of the 
Post Office Department and was supported in part by a 
research grant from the National Institute of Neurological 
Diseases and Blindness of the National Institutes of Health, 
Public Health Service. 

The drugs for this study were compounded and labeled 
by Charles J. KoKoski, Ph.D., assistant professor of phar- 
macy, School of Pharmacy, George Washington University, 
Washington, D. C. 
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PANEL DISCUSSION ON PSYCHIATRIC EMERGENCIES 
IN GENERAL PRACTICE 


Richard H. Gwartney, M.D., San Bernardino, Calif., Alfred Auerback, M.D., Sam Nelken, M.D., San Francisco 


Charles E. Goshen, M.D., Washington, D. C. 


A GENERAL PRACTITIONER’S EXPERIENCE 
Richard H. Gwartney 


Undoubtedly anxiety would head the list of 
psychiatric emergencies encountered by any physi- 
cian regardless of specialty, for to a lesser or great- 
er degree this reaction is found in almost every pa- 
tient with whom he is confronted. We too seldom 
take into consideration what we may symbolically 
represent to the patient and, unless his anxiety is 
acutely manifested, are too glibly taken in by his 
recital of physical symptoms which are often 
masks for chronic anxiety. In such cases it may 
come as a surprise that removal of one of these 
“useful symptoms” precipitates a severe anxiety 
state. The state of acute anxiety or panic is un- 
bearable, and certainly some immediate measure for 
relief must be instituted. However, if barbiturates 
or tranquilizers are given, it behooves the physi- 
cian to point out that these provide merely tem- 
porary relief at best and that what is needed is 
psychotherapy, whether it be formal or informal. 
The family physician can go a long way by merely 
“listening these patients out.” 


Specific Problems 


What physician has not been called on to attend 
a patient with a reactive depression which obvious- 
ly has just had its onset in the death of a close one, 
injury, illness, or personal catastrophe? Here the 
wise physician will be aware that a person must 
endure a certain amount of grief for his future 
mental health and thus he will not be pressured into 
too quickly dispelling it—or should I say depriving 
the patient of it—by some medicinal means. 

Amid the many and varied costs of industrial 
and scientific progress, at least two of psychiatric 
significance should be pertinent to this discussion. 
First, mechanization predisposes to injuries, and, 
although skillful surgical treatment is given, the 
emotional impact of the loss of an eye or a limb or 
a head injury is often ignored or minimized. I have 
frequently seen such an attitude on the part of a 
physician contribute to the prolongation of physical 
symptoms and emotional manifestations which 
eventually demand more attention and cause more 
disability than the original trauma. 


Read before the Section on General Practice at the 107th Annual 
Meeting of the American Medical Association, San Francisco, June 25, 
1958. 


In psychiatric emergencies either the pa- 
tient or his family will generally demand im- 
mediate action. This pressure on the physi- 
cian probably results in more mistakes than 
any other single factor. The state of acute 
anxiety or panic is unbearable, but sedatives 
or tranquilizers provide merely temporary 
relief. The better the patient’s personal life 
is known to the physician, the more intelli- 
gently can the crisis be handled. Kindness 
and understanding shown by the physician 
will calm even highly disturbed patients in 
most instances. When there is evident dan- 
ger of suicide, the patient should be hos- 
pitalized by persuasion or by commitment, if 
necessary. The psychiatrists in the community 
should be considered a resource to be celled 
on when an emergency demands more psy- 
chiatric skill than the physician himself pos- 
sesses. But the physician should not be hasty 
with either sedation or hospitalization, for 
they are seldom necessary when the patiert’s 
problem is recognized and the solution is 
offered. 


The second cost is illustrated by the following 
incident: The distraught daughter-in-law of a par- 
ticularly obstinate, despotic, senescent woman 
shook an accusing finger at me, saying: “You doc- 
tors are going to be sorry that you have kept all of 
these old people alive.” Dramatically she had stated 
the problem of geriatrics confronting the general 
practitioner, who must often attend the disoriented, 
noisy, confused, aging patient whose mental symp- 
toms have been either sudden or incipient in their 
onset but are now of violent nature. 

The shortage of beds for such patients in mental 
hospitals precludes commitment, while private 
resources are expensive. However, in my experi- 
ence many of these aged persons actually do much 
better when they can be cared for at home with the 
aid of a well-tolerated tranquilizer, a_ realistic, 
affectionate, close relative, and an empathic physi- 
cian with an untiring ear. 
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Depressions, so frequently disguised with physi- 
cal symptoms, become of necessity a psychiatric 
emergency if suicide is to be prevented in many of 
these cases. Depressions, especially those of a 
psychotic nature, are best treated by a qualified 
psychiatrist but should be diagnosed early by the 
family physician. It is essential that the physician 
makes an effort to determine the depth of depres- 
sion by questioning—leading out with questions 
which may be graded upward as to “How are your 
spirits? Are you blue? Does life seem worth living? 
Do you get any morbid ideas? Tell me about them.” 

A valid warning worth repeating here is that the 
patient who appears to be recovering from a depres- 
sion is far more apt to be a candidate for suicide 
than one who is deeply depressed. When the physi- 
cian becomes suspicious of suicidal inclinations in 
a patient, it is his duty to inform the family and to 
make certain that some reliable person is with the 
patient at all times, preferably in a hospital, until 
the patient can be seen by a psychiatrist. 

Delirious states, whether induced by chemicals, 
such as bromides or barbiturates, or by metabolic 
disorders, such as in fever or heart failure, are quite 
frightening to both the family and the physician. 
Strecker and Ebaugh note that while toxic psycho- 
sis is found in only about 10% of patients admitted 
to psychiatric clinics it is the most common major 
mental disorder treated by the general practitioner. 
One of the earliest symptoms is the fluctuation in 
consciousness from a state of complete confusion 
to one of clearness. Later, delusions and hallucina- 
tions appear. Obviously, the first consideration of 
treatment must be prevention of further poisoning. 
Determination of the source—exogenous or endog- 
enous—is primary, and then the source is corrected 
or treated specifically. 

Alcoholism, both chronic and acute, may fre- 
quently be encountered by the general practitioner 
and should be treated according to the stage of the 
disease and the physical and mental state of the 
patient. In the acute exacerbation, such drugs as 
apomorphine are to be avoided and the promazine 
drugs may cause more liver dysfunction. In my 
opinion, the safest drug for a patient in the acute 
state is probably still paraldehyde. The proper atti- 
tude of the family physician may encourage an 
alcoholic, who is usually poorly motivated, to seek 
psychotherapy or at least to attempt some reha- 
bilitative measures. 

The emotional problems of pregnancy are mani- 
fested in some of the complications of the first 
trimester, such as hyperemesis and threatened abor- 
tion, later toxemias, and, of course, the development 
of postpartum psychosis. In the earlier phases of 
their onset, the emotional component of these 
symptoms may be rewardingly treated by the gen- 
eral practitioner. He is in an ideal position to dispel 
his patient’s anxiety. 
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The dangerous patient is seen in the epileptic 
furor and aggressive psychopathic states often in- 
duced by alcohol or drugs, in the schizophrenic 
process, in the manic-depressive psychoses, and in 
the various paranoid states. Here therapy by the 
physician may be interpreted by the patient as an 
attack and withdrawal from the case as rejection; 
thus the doctor becomes the object of his hostility. 
Needless to say, early detection of these cases is 
essential, with referral to a qualified psychiatrist or 
to the state hospital. 

The less obvious psychological emergencies may 
go unrecognized by both family and physician and 
are evaluated as such only in retrospect, when their 
impact has already done its damage. These include 
the many crises in life, such as marriage, preg- 
nancy, illness or injury, loss of a close one, and 
threat of financial or personal disaster. It is un- 
doubtedly in this field that the family physician can 
make his greatest contribution through knowing 
his patient totally and, thus, to anticipating (but not 
suggesting), inquiring into, and recognizing these 
crises and providing, if possible, some sort of shock 
absorber through his mature empathy and insight. 
In such a role the physician would serve ideally in 
a preventive capacity. 


Attitude of the Physician 


Unfortunately, however, far too often the physi- 
cian is called in the psychiatric emergency to see 
a stranger who, prodded by his panicky family, 
demands immediate and permanent relief in one 
treatment. The strength of these demands rings 
loudly through the physician’s own emotional con- 
flicts and echoes in his orientation to physiological 
medicine. While the first requirement in such chaos 
is to determine which one is really the patient, the 
physician too frequently is stampeded into doing 
what he rationalizes as “the humanitarian thing.” 

The attitude of the general practitioner is the 
most important factor in the original contact and 
often spells the difference between success or fail- 
ure in handling the situation. Essential features of 
this attitude include calmness, confidence, empathy, 
and, if need be, authoritative firmness. It may be 
necessary to administer psychiatric first aid to the 
family before seeing the patient, even as one might 
require hoists and a jack to remove a truck from 
an injured driver’s leg. I have found that often this 
requires no more than the calming effect of a con- 
sistently unhurried, unharried approach to the 
problem, forestalling the crisis which seems im- 
minent in both patient and family. All too frequent- 
ly the unwary physician is pressured by the pro- 
jected tensions of the family and his own emotional 
insecurity to “do something—just anything—but do 
it right now.” Unfortunately this is often done to 
the detriment of the doctor’s best medical judgment 
and of his prestige when and where both are badly 
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needed. Equanimity, a necessity in all emergencies, 
is an absolute essential in psychological emergen- 
cies, and large doses of it produce remarkable re- 
sults in the fearful family, if not also in the patient, 
permitting the physician to avail himself of his best 
psychological judgment in a particular case. 
While a background of medical knowledge is es- 
senital to the recognition of various psychological 
emergencies, the result of training and experience is 
the greatest teacher. In such experiences, the hon- 
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est physician will begin to recognize both personal 
and professional assets and liabilities and, becom- 
ing aware of deficiencies in both areas, he will 
seek guidance and assistance from competent 
sources. If the general practitioner lends himself to 
the indiscriminate prescribing of tranquilizers, with 
no effort to determine and eliminate underlying 
emotional causes, I predict that more “iatrogenic 
psychiatric emergencies” will arise to plague him 
or some other physician. 


UNDERSTANDING THE MEANING OF PSYCHIATRIC EMERGENCIES 
Alfred Auerback 


Each day medical practice brings its crises and 
emergencies, both medical and psychiatric. The 
crises of everyday life—bereavement, financial stress, 
problems of school or work, marital strife, disap- 
pointments in love, or sexual maladjustment—lead 
many people to turn to the family doctor for help, 
advice, and guidance. Repeatedly he is required 
to be the comfort, confidant, or pillar of strength to 
the person or family seeking his assistance. 

Acute anxiety attacks, panic reactions, hysterical 
outbursts, and acute psychotic episodes are ac- 
centuations of the same problems, though all the 
reasons for their appearance are usually not ap- 
parent. The same kindness and understanding 
shown by the physician will calm even highly dis- 
turbed patients in most instances. The better the 
patient’s personal life is known, the more intelli- 
gently can the crisis be handled, often without 
need for sedation or hospitalization. While psy- 
chiatric consultation may be sought, usually the 
physician will handle the emergency himself. 


Basis for Symptoms 


It must be realized that there is a logical basis 
for every mental or emotional symptom that ap- 
pears, no matter how irrational it seems. The more 
we understand the patient's inner life, the better 
we are equipped to handle the crisis he presents. 
For this reason the urge to “do something” that 
tempts the physician must be pushed to the back- 
ground while he tries to understand what is hap- 
pening within the disturbed person. Frequently 
just letting the patient talk will reveal a great deal 
about what is going on. 

For example, a woman celebrating her wedding 
anniversary developed what she thought was “heart 
trouble” and required emergency treatment. Her 
heart trouble was of a different nature. Her hus- 
band had just told her how happy he was in their 
marriage, when the wife knew he was repeatedly 
unfaithful. Unable to confront him with the truth, 
she developed an acute anxiety attack. In another 
instance, a professional man awoke one morning 
very agitated for no apparent reason. On careful 
questioning he remembered thinking of his ap- 


proaching 50th birthday and then suddenly recall- 
ing a bit of childhood misinformation that a man’s 
sexual life ended at the age of 50. Immediately 
after this thought his anxiety attack had appeared. 
Recently a 40-year-old woman decided to resume 
her schooling after a 20-year interval during which 
she had raised her family. Within a few weeks she 
found herself unable to study and becoming de- 
pressed. After a series of psychiatric interviews she 
became aware of having a physical attraction to 
her teacher and she was afraid of becoming promis- 
cuous. She connected this with similar fears of 
promiscuity which occurred when she was a teen- 
ager in high school and which had led to an impul- 
sive and unsatisfactory marriage. 

Too often a patient comes to his physician some- 
what upset or tearful, demanding, complaining, or 
uncooperative, and the physician is apt to react 
with annoyance, anger, or anxiety. These may be 
the prodromata of serious trouble, but if this fact is 
not understood the physician may miss these ap- 
peals for help. A parent may bring in a son or 
daughter or a husband may bring his wife and ask 
for aid, describing their behavior as depressed, 
anxious, or bizarre. However, when the patient is 
interviewed, he or she summons all his resources 
to put on a good appearance and give every indica- 
tion of being normal. In view of this the patient is 
dismissed and the family told that all is well or 
that “he is just a little nervous.” At times the 
physician may scold or reprimand the patient or 
say that he is malingering and his complaints should 
be ignored. Obviously, this only increases the 
mental turmoil for patient and family and such 
a physician misses the warning signals. 

Everyone has his own private worries and prob- 
lems. At times everyone feels the need for someone 
to talk to, for some place to share or shake these 
worries. The overly conscientious person, reflecting 
a strict upbringing, has his load of guilts which may 
crop up and threaten to overwhelm him. Religion 
provides comfort for those who seek its help. Many 
persons turn to their personal physician to talk out 
their hates, guilts, sins, and needs. They look on 
him as an understanding parental figure. The ac- 
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cepting, nonmoralizing physician can provide 
inestimable help for his patients. The more he can 
encourage his patients to confide in him, the better 
are the therapeutic results. In most cases the phy- 
sician does more good by merely listening with a 
noncritical attitude than by trying to actually 
solve the problem or give advice. To use a 
hackneyed phrase, keep your ears open and your 
mouth shut. 


Problems of Management 


The physician will be called in, often at night, 
to see an extremely anxious or panicky patient. He 
may show hyperventilation and every evidence of 
uncontrolled excitement. The patient turns to the 
physician for help and reassurance, and it is es- 
sential that the physician not become anxious or 
feel overwhelmed himself. By being calm and re- 
assuring in both word and action, he can nearly 
always quiet the patient’s agitation or distress. The 
physician should permit the patient to talk about 
himself and, in addition, should obtain all possible 
information from the family or friends. Too often 
the physician feels the need for action and may give 
sedation by injection or hospitalize the patient 
when such actions are not indicated. A quick exam- 
ination to rule out an organic process will provide 
assurance that no grave disorder, such as a heart 
attack, stroke, or other cataclysmic disease, has be- 
fallen him. Many require no medication, but some- 
times a pill, whether aspirin or mild sedative, will 
have an almost magical effect; at other times an in- 
jection of a barbiturate or scopolamine compound 
may be needed. It is rarely necessary to put the 
anxious, frightened patient in the hospital, and a 
reassuring discussion with him and his family may 
suffice to handle the crisis. 

However, when the panic is a manifestation of an 
acute psychotic process, such as beginning schizo- 
phrenia or manic excitement, acute intoxication due 
to alcohol, barbiturate, or bromides, or some such 
preexisting organic process as brain disease or heart 
failure, the management must be different. The 
acute psychotic behavior characterized by confu- 
sion and disorientation and often associated with 
auditory or visual hallucinations may be quieted 
with a reassuring approach, but frequently the pa- 
tient is unresponsive. The administration of a medic- 
ament, particularly by injection, may be inter- 
preted by a confused, disoriented person as an 
attack on him and may precipitate assault. Such 
patients should be placed in a hospital equipped to 
handle their condition, one where the patient is 
protected from impulsive behavior which might 
be injurious to himself or to others. It must be real- 
ized that such a person may respond to his auditory 
hallucinations by attempts at self-injury, self-mutila- 
tion, suicide, or, rarely, homicide. Frequently the 
patient quiets markedly once he is in hospital and 
realizes he runs no risk of injury to himself or 
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others. His hospital management requires the 
specialized care of a psychiatrist who will study 
the case and ascertain the treatment best suited 
for the patient. Every physician should know where 
the acutely disturbed patient may be hospitalized in 
his community and the process whereby this can be 
done. Often he is too ill to cooperate, and commit- 
ment procedures are necessary. If the physician is 
acquainted with these regulations beforehand much 
time can be saved and confusion avoided. 

A suicide attempt by a patient, particularly if 
successful, is very disturbing to the attending 
physician. In most cases the suicide victim seeks 
medical help in the period immediately preceding 
his attempt. In San Francisco a study by Motto and 
Greene was made of 175 successive cases of suicide 
and 197 hospital admissions for suicide attempts, a 
total of 372 cases. The majority of these persons 
were under medical attention in the month or so 
preceding the suicide try. In 14 cases the suicide 
attempt occurred the same day the person saw the 
physician, some immediately on leaving his office. 
One-third of the suicide attempts were by the use 
of barbiturates medically prescribed. 

It would be a tremendous boon to us as physi- 
cians if we had clear-cut indicators pointing out the 
potential suicide. Unfortunately there are no defi- 
nite ways of detecting this in a person. Shneidman 
and Farberow have demonstrated that in 75% of 
the suicide cases they studied in Los Angeles the 
person involved had previously threatened or at- 
tempted to take his life. They felt that suicidal be- 
havior, whether attempted or threatened, must be 
taken seriously inasmuch as the next suicidal gesture 
may be the final one. Whenever a patient talks of 
suicide the physician should give some thought to 
the possibility. Too often he will not voice the idea, 
and the physician, though suspecting its presence, 
hesitates to ask, mistakenly believing that mention- 
ing the word will trigger the act. On the contrary, 
most patients welcome the chance to talk out their 
fears and disappointments and will discuss suicidal 
preoccupations. 

Ordinarily, the neurotic patient does not attempt 
suicide other than in cases of hysteria. The neurotic 
may make an attempt more to attract attention or to 
punish someone else but usually does not plan to 
go through with the deed. However, in threatening 
to jump out the window or off the bridge, he may 
accidentally lose his balance. The fact that sleeping 
tablets or other poisons have been ingested may not 
be reported soon enough for their effective removal, 
or no one may hear the car motor running in the 
garage although the patient expected to be found in 
time. Consequently, any emotionally disturbed per- 
son who threatens suicide, even if it seems jokingly, 
should have a psychiatric evaluation to determine 
the suicide risk. Unless a physician knows his pa- 
tient extremely well he carries a heavy responsi- 
bility in making this evaluation himself. 
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The physician wishing to recognize the potential- 
ly suicidal person does have some diagnostic cri- 
teria. Every depressive reaction or mention of 
suicide should be given consideration. If the patient 
has a history of a previous suicide attempt, the 
likelihood of a repetition is great. When he is ex- 
tremely agitated, is apathetic and disinterested in 
his family or personal activities, or has profound 
feelings of guilt, unworthiness, and need for 
punishment, the risk is high. In all these cases the 
patient should be hospitalized, by personal or 
family persuasion, if possible, or by forcible 
measures, such as commitment, if necessary. 

Many medical disorders, including heart disease, 
diabetes, and thyroid dysfunction, may be accom- 
panied by mental confusion, disorientation, and 
impulsive behavior. These toxic reactions require 
primarily medical management, and correction of 
the physical disorder will in most instances clear the 
patient’s mental confusion. Sometimes when a per- 
son is informed he has heart disease or cancer or 
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that a surgical procedure is necessary he reacts by 
becoming extremely anxious, agitated, or even de- 
pressed to the extent of suicide. 


Summary 


Many people turn to the family physician as an 
understanding paternal figure during periods of 
stress in their lives, and they are helped when they 
are permitted to “talk out” their troubles. Even in 
most emotional and some mental emergencies the 
patient is benefited by a similar “talking out” of his 
fears. The physician who understands their needs 
can provide tremendous help for these persons with- 
out use of medication or hospitalization. In emer- 
gencies due to psychotic reactions or acute intoxica- 
tions, hospitalization is essential and psychiatric 
consultation indicated. Many suicidal attempts oc- 
cur in persons under medical care. Physicians can 
learn the warning signals for the potential suicide 
and can help such a person by prompt hospitaliza- 
tion and/or psychiatric care. 


THE MANAGEMENT OF PSYCHIATRIC EMERGENCIES 


Sam Nelken 


In any emergency a physician has to meet, his 
task is, first, to size up the situation and, second, to 
minimize the threatened harm. Occasionally, one 
might have a chance to help another capture a 
fleeting opportunity rather than ward off harm, but 
I will restrict the present discussion to the emer- 
gency of danger. 


Recognition of the Situation 


Sizing-up begins with recognizing that there is 
an emergency, that an unforeseen situation which 
demands prompt intervention has suddenly ap- 
peared. In psychiatric emergencies, the patient's 
disturbance is so moving to others that anyone who 
notices him will recognize there is something much 
amiss, unless the observer is abnormally insensitive 
to other people. When physicians overlook psychi- 
atric emergencies, it is often because they are so 
preoccupied with the idea of organic disease that 
they fail to consider the psychiatric component. 

Following are a few samples of recognizable 
psychiatric emergency. Perhaps you have gone out 
at night to see a man sitting up, breathing hard, 
fearing he is about to die, and clutching at a heart 
which sounds overactive but otherwise normal. Per- 
haps a primipara has been unable to sleep after de- 
livery, has ignored her baby, has refused food, has 
wept a little, has hardly spoken, and could not ex- 
plain her depression. In your office, a man has 
complained of indefinite aches and insomnia, has 
been unable to keep his mind on giving his history, 
and has seemed tense, restless, gloomy, and dis- 
couraged. Or a family calls you to deal with a young 
man who has locked himself in his room and shouts 
through the door that he knows they are trying to 


electrocute him. In each such case, there is acute 
suffering to be relieved and other impending dam- 
age, from suicide or homicide on down the scale, 
to be averted. In most cases, there will be an acute 
psychiatric disorder still needing treatment when 
the emergency proper is past, and the handling of 
the emergency should, if possible, lead smoothly 
into such treatment, which may be conducted by 
the general practitioner if he knows how or by a 
psychiatrist when that seems better. 

In emergencies—true emergencies—there is no 
time for deliberate and cautious evaluation but, if 
intervention is to be helpful, the physician must act 
from some conception of the structure of the situa- 
tion and of the process to which it belongs. Life 
presents many personal emergencies; for instance, a 
mother may take a child to the beach and lose the 
child in the surf. If you are not a psychiatrist or 
any sort of physician, you may still easily under- 
stand her panic and grief and have some idea how 
to help. Psychiatric emergencies are a kind of per- 
sonal emergency, set apart from others mainly by 
being hard to understand; we can easily see why a 
woman is grief-stricken at losing a child but not so 
easily why another woman becomes depressed 
after giving birth to one. Often, too, the patient's 
despair is sharpened by the belief that the trouble 
is something beyond understanding or in the cate- 
gory of insanity—something which isolates him from 
the fellowship of other men. If you can dimly 
imagine what it is like to find your most valued 
relationships with other people collapsing, a gulf 
of hopeless misunderstanding widening between 
you and others, and even your esteem for yourself 
turning to abhorrence, you can begin to see why 
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people may do appalling things in psychiatric crises 
and why it is difficult to persuade them that you 
mean to help them and that you have any ability to 
help. 


Investigation and Treatment Measures 


In the second stage of dealing with a psychiatric 
emergency, it has been recognized but not yet ana- 
lyzed as to what it is about, what life-process it be- 
longs to. The task in this stage is to combine psy- 
chiatric first aid with investigation which will en- 
able the physician to give more specific help. When 
skillfully conducted, investigation and first aid as- 
sist one another rather than interfere. Having con- 
veyed to the patient, and to whomever is involved 
with him in the emergency—perhaps it involves a 
couple, or a small group—that you are taking the 
situation seriously and that you aim to help, you 
then invite those concerned to turn from any rash 
action or extravagant emotion in which they are 
engaged, or to rouse from discouraged inaction, 
and to assist by describing, recounting, explaining, 
and considering the emergency and its origin. You 
invite them, in short, to join you in talking and 
thinking. If they do so, the emergency at least is 
over, for thoughtful discussion is diametrically op- 
posed to psychiatric emergency. Of course, it is 
usually not so easy. Then, by remaining on the 
scene and showing interest, you maintain yourself 
as a new factor in whatever disturbance between 
people constituted the emergency. People tend to 
quiet down when they are around others who keep 
calm; if you can avoid being caught up in the ex- 
citement, you will tend to calm the others, who will 
thereby be better able to explain, listen, and think. 
Some people automatically become calmer—not 
tensely controlled, but relaxed—when others are 
excited; if you happen to be one of those, you 
should be a good man for emergencies. Administra- 
tion of sedatives, including tranquilizers, may be 
helpful and is sometimes necessary; apart from 
their biochemical effect, they have an important 
placebo effect, especially in emergencies. 

The prescribing of sedatives is a crutch for the 
physician, and each owes it to his professional self- 
esteem to discover how effectively as a sedative his 
personal influence can be. You may find that you 
have been giving some drug the credit which prop- 
erly belongs to yourself. At any rate, you, as a new 
factor in the situation, will be tending to calm it 
down or to activate it, whichever it may seem to 
need, and to inquire about it. As you mold the sit- 
uation toward being an inquiry, you will begin to 
gain information about what is and has been going 
on. You gain that partly from the mere words and 
sentences that could be printed, but mainly from 
all the nuances of speech, the gestures, facial ex- 
pressions, changes of position, and the like. 

As you begin to catch on to what has been hap- 
pening, you may perceive that the crisis consists of 
an extraordinary emotional display—extraordinary 
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in degree or in kind of expression but umderstand- 
able as a reaction to the circumstances disclosed. 
Usually the mere joint acceptance of such a display 
as understandable reduces its violence; at any rate, 
once it is clear that certain given circumstances 
have to be dealt with, it is usually possible to imag- 
ine some other and more satisfactory methods. As 
you go on with your inquiry and discussion, such 
alternatives may occur to the people you are trying 
to help, or you may suggest them, by tactful hints 
if those are enough, or directly if need be. What I 
have said to this point spells out the meaning of the 
commonly used term “supportive treatment” as it 
applies to psychiatric emergencies. It amounts to 
doing for people most of what they are unable to 
do for themselves, along the lines of self-control, 
observation, thinking things out, and _ initiating 
helpful action. The physician should offer support 
in emergencies up to a point which gives relief but 
leaves the people concerned to do as much as 
they can for themselves. At that point, of course, 
the physician will still be hearing some complaints 
and requests rather than expressions of complete 
satisfaction but he will be able to stop there if he 
can remember that some residual dissatisfaction 
with the help obtained from others will in the long 
run stimulate the patient's own initiative, even 
though it makes a less glorious achievement for the 
physician at the moment. 

If the emergency turns out not to be understand- 
able as a reaction to the preceding social circum- 
stances, if the patient does not begin to move 
toward accepting help and clarifying the needs and 
objections that led to the emergency, then the phy- 
sician and such other responsible helpers as can be 
found must take control, safeguarding the patient 
with their best understanding and foresight against 
his expressed will, if necessary, as one would deal 
firmly and gently with a terrified child. 

The physician’s task is to minimize the harm 
that may occur; the patient should not be allowed 
to injure himself or others, to do major damage to 
property, or to assume tasks in which his whims or 
negligence might be dangerous or costly. Some- 
times a person who is too disordered to discuss his 
condition intelligibly can still be persuaded in sim- 
ple terms that he needs care and should be co- 
operative. If drugs are given or restraints used, it 
should be done without increasing the patient's 
fears, if possible; gentle restraint by the hands of a 
familiar relative or friend is much less frightening 
than being handcuffed or locked up. It is sometimes 
difficult to persuade relatives that a person is really 
mentally ill and should be taken to a psychiatrist 
or to a psychiatric hospital. Their refusal to under- 
stand is most irritating, because the physician him- 
self is likely to be nervous in dealing with the psy- 
chiatric emergency. It is perfectly respectable to be 
nervous; if you can be a bit indulgent toward your 
own nervousness, and if you can remember that the 
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patient's illness is usually also present in the rela- 
tives, only less spectacularly, you will find that you 
can tolerate and manage their impracticality much 
better. 

If several psychiatrists practice in the commu- 
nity, they can naturally be considered as a resource 
to be called on when an emergency demands more 
psychiatric skill than the physician himself pos- 
sesses. You may be shocked, and understandably 
resentful, if in some tight spot you find that the 
ones you call have no time to see your alarmingly 
upset patient that day or perhaps for several days. 
Why can they not make time for emergencies as 
other specialists do? In one type of psychiatric prac- 
tice it is in fact difficult to find time, but there are 
other types of practice, and one can find out which 
of the available psychiatrists usually have time for 


When the terms “psychiatry” and “psychiatric 
patient” are brought up, there is likely to be an 
assumption on the part of the general physician that 
only a special class of patients is meant which he is 
likely to come in contact with only on rare occa- 
sions. Such an assumption is made because, his- 
torically, the psychiatrist confined his interest to 
psychotic patients and was segregated from medi- 
cal circles to such a degree that most physicians 
had only remote contact with him. During the past 
20 years or so, however, psychiatry has moved out 
of the traditional confines of the mental hospital 
to tackle the problems of rather ordinary people in 
commonplace situations. Today human behavior in 
all its manifestations is as much a subject of psy- 
chiatric study as the bizarre and peculiar forms 
seen in state hospitals. 

Similarly, the question of “psychiatric emergen- 
cies” can legitimately be considered as simply “hu- 
man emergencies,” some of which might be as com- 
plicated as a homosexual panic and others as com- 
monplace as a child’s nightmare. In spite of the 
fact that the various types might look strikingly 
different and some might seem frightfully difficult 
to comprehend, they all have much in common. 
The way in which they are more or less alike de- 
pends on the fact that the threats to human exist- 
ence are rather limited in variety and tend to pro- 
duce rather simple, elemental types of responses in 
all people. The way in which they tend to look 
much different from each other depends on the fact 
that people differ widely in the ways in which they 
interpret a given situation and the ways in which 
they express these individual interpretations. 


Causes 


First, the most obvious and important common 
denominator of human emergencies is the element 
of danger. The danger in question might have any 
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emergencies—some because they prefer that sort of 
practice and some because their time is not yet 
taken up with psychotherapeutic patients. Many 
nonpsychiatric physicians are still more or less un- 
easy in psychiatric territory and tend to avoid psy- 
chiatric patients, psychiatric ideas, and psychia- 
trists. As a result, an inescapable psychiatric 
problem catches them unhappily ignorant of their 
own and the community’s resources and, not un- 
commonly, they relieve their sore feelings by con- 
demning everything psychiatric. Unfortunately, 
that sort of relief leaves them as ignorant as before, 
and they are pushovers for the next psychiatric 
problem that comes along. If anything keeps both- 
ering you, it is much wiser to investigate it than to 
keep denying it; every surgeon knows that, and it 
is equally true in psychiatric matters. 


one of the following qualities: (1) real danger; (2) 
danger which the patient is aware of or one that he 
is unaware of; (3) danger to him or danger to oth- 
ers; (4) danger to his biological existence or threat 
to his social existence. 

Second, that which signals danger in humans is 
fear or alarm. Almost invariably the physician’s at- 
tention is attracted to an emergency because some- 
one has expressed alarm. This fear may not be ex- 
pressed by the patient but by his family, friends, 
the police, nurses, or others. In order for this fear 
to be produced, there must first exist, in someone’s 
mind, the idea that danger exists. It is elementary 
to note, but worth emphasizing, that fear will not 
be experienced by a human being until he has de- 
veloped the idea that danger confronts him. The 
mere existence of danger is not enough to produce 
fear. The fact that it is the idea, and not the actual 
danger, which produces the fear explains many of 
the apparent mysteries of human behavior. 

The types of danger possible can be conveniently 
divided into threats to one’s biological existence, 
such as the discovery of cancer, or threats to one’s 
social existence, such as impending divorce. Some- 
times we make the mistake of minimizing the seri- 
ousness of the possible threats to social existence. 
In American society, however, the threat of social 
disgrace or loss of friends may have a more devas- 
tating effect on a person’s morale than the threat of 
death itself. 

There is another important emotion, other than 
fear, which can be, and often is, associated with 
human emergencies. This is the emotion of anger 
and is almost invariably involved with fear. Anger 
is the emotion experienced toward another person 
which results from the idea that the other person 
is endangering our existence. In other words, fear 
is a feeling about our own safety and anger is the 
feeling against the person who appears to be en- 
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dangering our safety. Again, it is important to em- 
phasize the fact that the idea of another person 
causing us danger must exist in the mind before 
anger is produced. As in the case of fear, the idea 
may be a correct one or an incorrect one. In other 
words, there can also be “imagined insult,” as there 
can be “imagined danger.” Because the unpleasant- 
ness of the emotion of fear demands some sort of 
action on the part of the person who experiences it, 
and because it is always based on the idea that 
danger exists, it is quite likely that a person might 
develop the idea that the danger is being produced 
by another person and become angry at him as a 
result. Therefore, it is not unusual to find fear and 
anger coexisting and, as a result, productive of 
some difficulty in sorting out which is which. The 
apparently complex problems in psychiatry, such 
as depressions and paranoia, appear complicated 
because of this mixture of fear and anger. To pro- 
duce still further complications, anger itself can 
lead to fearful ideas of the consequences of one’s 
anger, thus adding a new source of fear to the one 
which originally led to getting angry. 


Management 


Having looked into the cause and the manifesta- 
tions of psychiatric emergencies, we might now 
examine the problem of management. Again, we 
will look at this problem from the point of view of 
the common denominators. We, as physicians who 
are presented with the problem of finding a solu- 
tion to the emergency, are presented with certain 
allies and, on the other hand, certain obstacles. 

Allies.—The allies are as follows: The resiliency 
of the human personality in coping with stress 
works to our advantage in the same way that the 
physician’s greatest ally in treating organic illness 
is the natural healing capacity of the body. The 
presence of the patiert’s own resourcefulness, like 
the presence of the physiological healing process, 
is of sufficient importance that it behooves all of us 
to be humble about the influence we have on the 
course of the patient’s problem. The interdepend- 
ence of human beings is such that the mere pres- 
ence and interest of other persons have a major role 
in one’s overcoming emergency situations. Actually, 
most of these problems never reach the physician’s 
office but are adequately alleviated by the simple 
proximity of other people. Time is such an impor- 
tant factor that it is almost always appropriate to 
recommend to the patient that, however serious the 
situation appears today, it probably will not seem 
so serious tomorrow. Time effects miracles, not 
through the process of forgetting but through the 
inevitable human proclivity to find other, new 
interests and activities to take the place of tragedy. 
There is always a good probability that the emer- 
gency problem will not turn out to be as catastro- 
phic as it appears once more light is shed on the 
subject and the real truth discovered. People, in 
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general, are likely to regard the physician as a wise 
person interested in helping. This becomes a tre- 
mendous asset in treating the patient. 

Obstacles.—On the other hand, the physician is 
confronted with certain obstacles, some of which 
are as follows: The type of thinking and behavior 
which originally got the patient into his difficulties 
may be the kind which is likely to be repeated by 
the patient, thus perpetuating the trouble, or to 
bring about a recurrence. By the time a person 
seeks a physician’s help, the difficulty has probably 
progressed to a more serious point than it would 
have been sometime earlier. The fear that colors 
most emergency situations tends to promote a pa- 
ralysis which interferes with getting the patient to 
act. The person in serious trouble, whether real or 
imagined, is inclined to be suspicious of others, and 
it may be difficult, then, to obtain cooperation. 

Principles of Management.—Taking into account 
our allies and our obstacles, we might define and 
list the principles of management which are appro- 
priate to most, if not all, haman emergencies. 

Human Interest: Human interest, alone, is often 
sufficient to help a patient over the pain he experi- 
ences in the face of a real or imaginary emergency 
and to get him to rely on his own resources to solve 
the problem. The child with a nightmare, for ex- 
ample, needs nothing more than to be assured of 
the presence of interested adults in order to become 
oriented to the safety of reality in contrast to the 
dangers which had been apparent in phantasy. 

Sympathy: Unfortunately, sympathy is something 
which is often abused but, nevertheless, something 
which can be helpful when appropriate. On the one 
hand, it would seem unprofessional for a physician 
to be unsympathetic but, since sympathy so often 
is construed to mean approval, we might find our- 
selves in a position of approving of something 
which is unreasonable. To avoid misunderstand- 
ings, it is important to make it clear to the patient 
that our sympathy is for the suffering he is going 
through and not for the factors which caused it. 

Understanding: The patient and the uninformed 
are likely to regard understanding as meaning some 
sort of agreement. However, let us mean by “un- 
derstanding” the collection of the true facts and 
the drawing of rational conclusions from them. 
Actually, real understanding might turn out to be 
an insult to the patient, for he may be trying to con- 
ceal the truth. However, once the problem is un- 
derstood and is brought out into the open, it tends 
to put people in a position where they are forced 
to act more rationally than they would otherwise, 
even if such is not their wish. 

Calmness: Without a dovbt, the most reliable 
technique to a physician in the face of an emergen- 
cy is calmness, meaning an unexcited, careful 
thoughtfulness. Calmness on the part of another 
person, especially when it is shown by a respected 
person, such as the physician, will nearly always 
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quiet the excitement of others. True, the patient 
might put a physician through a test by behaving 
more excitedly, at first, but in the long run the calm 
approach will win out, simply because excitement 
fatigues itself and calmness does not. 

Time: Either the patient or his family will gen- 
erally demand some sort of immediate action in the 
face of an emergency, and the pressure thus 
brought to bear on the physician is probably re- 
sponsible for more mistakes than any other single 
factor. It is necessary to realize, when a great deal 
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is at stake, which is usually the situation in any 
emergency, that carefulness, not impulsiveness, is 
called for. In other words, in spite of the pressures 
exerted on us to act quickly, let us take our time 
to find out what the problem is all about and to 
carefully work out a way of solving it. Let us not 
rush to knock out the patient with sedatives or 
dump him in a hospital until we know enough about 
the problem to decide that such measures are neces- 
sary. Actually, they will seldom be found necessary 
when we take the time to uncover the truth. 


Pyelonephritis is the most common type of renal 
disease. In a chronic form it is a serious menace to 
life and health. Recently, some physicians have ac- 
cused the catheter of being responsible for the 
occurrence of pyelonephritis and have inferred that 
the use of the catheter can have grave conse- 
quences. The urologist, whose professional life is 
intimately associated with the catheter and other 
instruments designed to explore and treat diseases 
of the urinary tract, probably has some opinions 
about these matters. The purpose of this paper is 
to comment on some aspects of the relationship of 
the catheter to pyelonephritis. 

Urologists, whose experiences now cover a period 
of about 50 years as a specialty, have developed 
great respect for the possible dangers involved by, 
or consequences occurring after, the use of urethral 
instruments. Those who personally use urethral in- 
struments rather constantly should be qualified to 
discuss the proper use of these instruments, pro- 
vided their point of view is sufficiently broad to 
include the opinions of all who are studying the 
many aspects of urinary tract infection. The recent 
reports of Beeson,’ Jawetz,’ Kass," and others on 
pyelonephritis are important, indeed, if properly 
evaluated and interpreted. 

The catheter, in relation to its use in the urinary 
tract, may be in a similar position to the automobile 
in its relation to transportation of an individual 
person or his family. Each day people are killed 
by or in an automobile. These sad events are in 
the headlines. Caution and precaution are stressed 
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The urinary catheter must be respected. Its 
use is essential in many situations. In patients 
with debilitating general disease or obstruc- 
tive urologic lesions it is not surprising when 
bacteriuria, pyelonephritis, or even bacte- 
remia follow catheterization. The indwelling 
catheter must be expected fo elicit a foreign- 
body reaction, and the cellular elements and 
bacteria sometimes persist in the urine as 
long as three months after removal of the 
catheter. Longer persistence should raise the 
question as to whether the urinary system is 
emptying efficiently. The hazards of using 
the catheter in a given case must be weighed 
against the probable consequences if it is 
not used. To be both safe and reliable, the 
technique of catheterization must be carried 
out aseptically. It demands adequate facili- 
ties, personnel, and preparation. It should 
be done with adequate exposure and good 
lighting, by two nurses or a physician and a 
nurse. 


to avoid the catastrophes associated with this ve- 
hicle. Yet many people find the daily necessities 
and conveniences of the automobile sufficient to 
warrant its continued use, on the basis that the 
benefits are greater than the dangers—in general. 
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In a discussion of the catheter and its possible 
affiliation with pyelonephritis, we have two main 
topics to expound—the disease and the instrument. 


Review of Literature 


An extensive bibliography exists on pyelone- 
phritis. The pathogenesis, natural history, bacteri- 
ological considerations, symptoms, and treatment 
are fascinating aspects of this disease. We cannot 
add to the many fine treatises and résumés written 
by Beeson,’ Bell,* Brewer,’ Kass and Schneider- 
man,° Jackson and Grieble,’ Jawetz,* Nesbit and 
Conger,” Weiss and Parker,” and others. 

There are some published statements which seem 
to be pertinent to the discussion at hand. Because 
renal infection can develop via the ascending route 
(intraluminary or lymphatic) as well as via the 
hematogenous route, Beeson ' has stressed bladder 
infection as a dangerous precursor of pyelone- 
phritis, even though he has written that the risk of 
upper urinary tract infection after cystitis cannot 
be stated. 

Bell* has said that the obstructive type of pye- 
lonephritis is about 12 times as frequent as the 
nonobstructive type and that obstructive lesions in 
the urethra, prostate, and bladder promote infec- 
tion of the kidneys about twice as often as obstruc- 
tive lesions of the ureters above the bladder. He 
believes that, in the early stages of the disease, 
ascending and hematogenous pyelonephritis may 
be distinguished by examination of the kidneys but 
that this distinction can seldom be made in the 
advanced stages of the disease. He writes that the 
majority of patients with acute pyelonephritis re- 
cover, a few die, and a few develop chronic dis- 
ease. Chronicity usually develops as the result of 
any anomaly which prevents drainage of the 
kidneys. 

Birchall and Alexander *° have said that pyelone- 
phritis which terminates in renal insufficiency is 
rare compared with the general incidence of infec- 
tion of the urinary tract. 

Jackson and associates,'’ during a study of renal 
biopsies, demonstrated histological evidence of 
pyelonephritis in five of seven patients with symp- 
toms of acute febrile urinary infection. Evidence of 
disease by biopsy was also present in 8 of 11 pa- 
tients with a history of chronic urinary infection 
with intermittent acute flare-ups and in 12 of 18 
patients with a history of chronic urinary infection 
who had no flare-up. The proportion of normal 
biopsies decreased in relation to the duration of 
symptoms. In four patients who had bacteriuria but 
who had no urinary or systemic symptoms results 
of renal biopsy were normal. 

Weiss and Parker ® found that it was often diffi- 
cult to ascertain, either from the clinical or from 
the morphologic evidence, whether the inflamma- 
tory or the vascular lesions were primary in people 
dying of uremia or the complications of hyperten- 
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sion. They stated that the striking discrepancy be- 
tween the large number of acute cases and the 
considerably smaller number of chronic cases of 
pyelonephritis indicated that acute pyelonephritis 
healed in the majority of instances. If the infection 
persists or recurs frequently, however, pyelone- 
phritis becomes a disease of grave prognostic sig- 
nificance. 

In an important autopsy study of the relation- 
ship between bacteriuria and pyelonephritis, Mac- 
Donald and associates ‘* found that in 100 autop- 
sies 53 showed no bacteria in the bladder urine, 7 
showed only 10 to 100,000 bacteria per milliliter of 
urine, and 40 showed more than 100,000 bacteria 
per milliliter of urine. Of the 40 patients with gross 
bacteriuria, 17, or 42%, showed active renal in- 
fection. The authors state that definite conclusions 
concerning the manner in which bacteriuria is re- 
lated to pyelonephritis cannot be drawn from their 
study and that a reliable clinical method for de- 
termining which of the patients with bacteriuria 
have renal involvement remains to be explored. It 
is also fair to say that they implicate the catheter 
as a possible or probable factor causing bacteriuria 
and pyelonephritis. 

As early as 1915 Brewer ° did experimental work 
in dogs by injecting bacteria intravenously and 
demonstrated that inflammatory lesions of the kid- 
ney followed only when there was a prior man- 
made injury to the kidney. 

More recently, Beeson, Rocha, and Guze ™ again 
demonstrated that, in experimental animals, pye- 
lonephritis does not develop after introduction of 
coliform bacilli into the urinary passages or into 
the blood stream unless the kidney has been pre- 
viously obstructed or traumatized. 

From the above opinions of outstanding authors 
on the subject of pyelonephritis, one might sum- 
marize as follows. Pyelonephritis occurs much more 
frequently in patients who have an anatomic varia- 
tion in the lower urinary tract which causes ob- 
struction than in patients who show no structural 
alteration in the urinary tract. Pyelonephritis is 
much more common in persons who have diabetes 
or other systemic disease. Acute pyelonephritis can 
arise from bacterial invasion of the kidney either 
via the blood stream or via ascending pathways 
from the bladder. Patients with acute pyelone- 
phritis usually recover, but there are some who, 
because of recurrent infection, will develop chronic 
pyelonephritis and renal failure. 

The physician has the following responsibilities 
in regard to any patient with urinary tract infec- 
tion. He should avoid measures or procedures that 
might facilitate the development of pyelonephritis, 
such as instrumentation in the presence of acute 
infection. He should treat, by surgery if necessary, 
any anatomic variation which may contribute to 
recurrent infection. He should regulate systemic 
disease by the best methods available. He should 
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treat the urinary infection medically in a thorough 
manner with frequent and sufficiently long follow- 
up observations to avoid chronic renal disease. 


The Catheter and Its Relationship to 
Urinary Infection 


The second section of this paper deals with the 
catheter in its relation to urinary infection and 
thus directly or indirectly to pyelonephritis. 

In past years, the definition of urinary infection 
by bacteriological methods has not been as simple 
as one might suppose. For example, does a positive 
qualitative culture demonstrating organisms estab- 
lish a diagnosis of urinary infection? Is it normal 
or abnormal to have a few bacteria in the urine? 
Does a positive culture represent a true urinary 
infection or does it represent contamination from 
the urethra or from the technique of the test? 

At present, a quantitative report of urine cultures, 
rather than a qualitative report, is believed neces- 
sary to prove that there is significant urinary in- 
fection. Quantitative culture reports are standard 
laboratory procedure today in the study of urinary 
infection. Guze and Beeson '* concluded that the 
use of a liquid culture medium does not yield in- 
formation on the number of bacteria originally 
present in the urine and recommend the use of 
plates for quantitative reports. 

Sanford and associates '* have stated that a de- 
gree of bacteriuria of over 1,000 viable organisms 
per milliliter of urine is required for a valid diag- 
nosis of infection. On the basis of 250 cultures, they 
found that approximately 5,000 to 10,000 viable 
organisms per milliliter had to be present before 
the bacteria could be seen on the stained smear of 
the centrifuged sediment. Jawetz’ also agrees that 
numbers of bacteria in excess of 500 to 1,000 per 
milliliter of urine are necessary before the physician 
can state that there is urinary infection. Mac- 
Donald and associates ‘* found more than 100,000 
bacteria per milliliter of urine in patients with 
active pyelonephritis. 

Quantitative cultures or microscopic demonstra- 
tion of bacteria seem to be required to establish a 
diagnosis of active urinary tract infection. This 
standard or concept invalidates many of the older 
bacteriological studies about the incidence of uri- 
nary infection in various groups of persons (infants, 
pregnant women, and postoperative patients). 

The next question is: How should the urine speci- 
men be obtained? The clean voided specimen from 
male or female will be satisfactory if the first 20 
to 30 ml. of urine are not used. By this method one 
hopes to avoid contaminating organisms which are 
normally present in the urethra. 

In the female patient, a catheterized specimen of 
urine is and has been commonly used for culture 
studies. Here again it is important not to include 
the first 20 to 30 ml. of urine if one is to avoid 
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urethral contamination. Guze and Beeson"* cul- 
tured the tips of catheters after they had been in- 
serted into the urethras of 13 female patients and 
obtained some bacterial growth in six cultures. Ia 
12 patients undergoing laparotomy they compared 
cultures of bladder urine obtained from the bladder 
by needle aspiration to catheterized specimens 
after operation from the same patients; in 8 pa- 
tients both samples showed no growth, and in 4 
the aspirated specimen showed no growth while 
the catheterized specimen grew bacteria in fewer 
than 100 colonies per milliliter. 

Monzon and associates '* recently made a com- 
parative study of urine specimens obtained by 
needle aspiration of the bladder, catheterization, 
and midstream voided methods in 34 patients. Ac- 
cording to table 1 in their paper, of 27 patients 
with sterile cultures of aspirated specimens, in 7 
the cultures from the catheterized specimens 
showed minimal growth (2 to 54 colonies per milli- 
liter) and the midstream voided specimens showed 
somewhat larger counts (100 to 400 colonies per 
milliliter). Of 15 patients with negative cultures of 
the catheterized specimen, in 12 (80%) the cultures 
from the midstream voided specimens showed some 
growth. The authors believe that colony counts 
below 100,000 bacteria per milliliter of urine repre- 
sent urethral contamination. 

On the basis of a quantitative concept of cultures 
it would appear to us that either the catheterized 
or midstream voided urine specimen is reliable to 
demonstrate the presence or absence of real urinary 
infection. However, if one were to limit culture 
studies on the urine to qualitative methods, there 
could be an 80% error in using midstream voided 
samples instead of catheter specimens. 

Jawetz’* believes that, in female patients, urine 
specimens for satisfactory culture determination 
must usually be obtained by catheterization. 

Is there danger of introducing infection to the 
bladder when catheterization is used to obtain the 
specimen? Jackson and Grieble’ made a study of 
58 ambulatory patients who were catheterized a 
total of 169 times at intervals of two to four weeks. 
By the criterion of quantitative bacteriuria, the 
maximum rate of infection induced by repeated 
intermittent catheterization in the outpatient clinic 
was 3%. From this study they concluded that inter- 
mittent catheterization in their outpatient depart- 
ment does not appear to be a significant factor in 
the pathogenesis of pyelonephritis. 

At this point one might comment on how variable 
circumstances can influence the reliability as well 
as the dangers of catheterization. It is our impres- 
sion that the incidence of cystitis after catheteriza- 
tion is even lower in office or clinic patients than 
in hospital patients confined to bed. The office pa- 
tient rests on an examining table which insures a 
proper position for adequate exposure of the in- 
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troitus. Perfect light is available. The procedure is 
carried out by two nurses, or a doctor and a nurse, 
one assisting the other, and it can be done easily 
and aseptically. 

In contrast, a hospital patient is confined to bed. 
It may be 10 p. m. and the floor shorthanded. The 
patient in distress may be an obese woman who has 
not voided after surgery. The nurse comes to do 
her duty. She is unassisted. She gets the patient in 
position and places a lamp at the bedside. The 
heavy buttocks of the patient, showing the effects 
of rich American living, sink into the mattress and 
obscure the introitus. The nurse dons her sterile 
gloves and peers down at the limited and obscure 
operative field. Aroused by apprehension at all of 
this preparation, or because of discomfort, the pa- 
tient moves one leg and knocks the lamp to one 
side. With her elbow, the nurse nudges the lamp 
back into fairly good position as best she can and 
continues her work in semidarkness. Unable to see 
the urethral meatus clearly, she makes several 
probing tries with the catheter, unavoidably con- 
tacting what now may be a contaminated area, 
before the urethra is found, urine flows, and both 
patient and nurse take a deep breath, signifying 
relief. In this situation, the specimen may not be 
reliable for culture and bacteria may have been 
introduced into the bladder. To be both safe and 
reliable, the technique of catheterization demands 
adequate facilities and personnel. 

In 1955 Beeson’ wrote that the risk of upper 
urinary tract infection after cystitis had not been 
determined. Three years later Beeson ‘’ reported 
that infection of the bladder not infrequently results 
from catheterization and that this can lead to pye- 
lonephritis. 

We believe that anyone who has used catheters 
during a lifetime of urologic practice knows the 
following statements to be true. Nontraumatic 
sterile catheterization, with use of a small catheter 
through a properly cleansed field, is rarely followed 
by urinary infection in the patient who is ambula- 
tory and who empties the bladder efficiently. Cath- 
eterization of a bed patient in good condition and 
who is voiding well carries a minimal risk of infec- 
tion. Repeated catheterization of the ambulatory or 
bed patient who is not emptying the bladder will 
probably be followed by at least lower urinary 
tract infection (cystitis), whether the inefficient 
voiding is caused by general disease and debility 
or by local anatomic disease of the urinary tract. 
Catheterization through an acutely infected urethra 
or through an obstructive urethral lesion may well 
produce a temporary bacteriemia with resultant 
acute pyelonephritis. Some of the general state- 
ments regarding the dangers of urinary infection 
after catheterization, as stated in the recent med- 
ical literature on pyelonephritis, are definitely mis- 
leading. 
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One should have respect for the catheter and 
use it judiciously, obtaining proper urine specimens 
without fear of complications in some circum- 
stances, as just mentioned, while in other circum- 
stances weighing its possible usefulness against the 
probable consequences if it is not used. Again 
comparing the use of the catheter to the use of the 
automobile, let us say that if the vehicle is operated 
properly amidst excellent traffic and weather con- 
ditions, travel will be completed without undue 
risk. If it is improperly operated or operated during 
hazardous traffic or weather conditions, a smashed 
fender or worse is likely to follow. 


Catheter for Constant Drainage 


The use of the catheter for constant drainage of 
the bladder has been said to contribute to develop- 
ment of urinary infection. Kass and Schneiderman ° 
recently reported an interesting study on three 
semicomatose patients who required constant drain- 
age. Several days after a strain of Serratia mar- 
cescens, a motile gram-negative bacillus nonpatho- 
genic to man, was applied to the urethral mucosa 
near the external meatus, bacteria of the same type 
were recovered in the urine draining through the 
catheter. They suggested that entry of the organ- 
isms into the urinary bladder was effected via the 
urethral fluid, composed of urine and exudate 
which usually forms around the catheter. 

No one can have any doubt that catheterization 
or other instrumentation of the infected urinary 
system is prone to produce an acute febrile re- 
sponse, probably caused by a bacteremia. How- 
ever, clinical experience has indicated innumerable 
times that chronic pyelonephritis does not neces- 
sarily follow. 

Related to the above remarks about the urethra 
as a place of septic absorption and traffic for bac- 
teria, but in a way distinct from that concept, is the 
fact that most patients who require constant drain- 
age with an urethral catheter for more than a few 
days show evidence of cystitis with bacteria in the 
urine from the bladder. In the past, it has been 
common urologic knowledge that, even with sul- 
fonamides or antibiotic therapy given systemically 
and bladder irrigations done locally, the bacteriuria 
during a period of constant drainage could not be 
entirely eliminated. Because many patients who 
may require catheter drainage as part of a urologic 
operation enter the hospital free of urinary infec- 
tion, some authors have stressed the nosocomial 
infections that begin during hospitalization, and 
they have therefore acquired a hostile attitude 
toward the catheter. 

MacDonald and associates '* concluded that the 
use of an inlying catheter is a ready means whereby 
bacteriuria may be induced, and we agree; but we 
doubt their statement that the catheter may play 
an important part in the development of pyelone- 
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With acknowledgment that lower urinary tract in- 
fection during a prolonged period of catheter drain- 
age is common, let us consider the explanation and 
significance of this situation. The catheter is a for- 
eign body. A foreign-body reaction in the adjacent 
tissue is unavoidable. The mucosa of the urethra 
and bladder become congested and provide a fer- 
tile field for bacterial growth, and this may be 
destined to continue as long as the catheter is 
necessary. Furthermore, in patients who require 
surgery involving the prostate or bladder, trau- 
matized tissue offers an additional excellent medium 
for bacterial growth. 

Talbot and associates ‘* recently completed a sur- 
vey of 50 patients who had required catheter drain- 
age from 1 to 14 years. Although all had bacteriuria, 
72% showed no clinical evidence of renal disease as 
determined by laboratory tests and intravenous 
pyelography. They concluded that it is not so much 
the indwelling catheter as the development of an 
obstructive lesion in the upper urinary tract that 
leads to significant renal infection. 

The significance of bacteriuria during constant 
drainage of the bladder by catheter is not as horrid 
as some writers infer. Although every possible effort 
should be made toward a bacteria-free urine while 
the catheter is in place, we believe the most im- 
portant question is whether or not the urinary in- 
fection remains to plague the patient after the 
catheter has been removed. How long does it take 
for the urine to clear itself of cellular elements and 
bacteria after operations on the bladder and pros- 
tate in which the catheter has necessarily been used 
for constant drainage? A period of three months is 
not unusual. Thus, in patients who have had uro- 
logic surgery, one should not pass final judgment 
regarding induced catheter infection until 90 days 
after operation. In all patients who have had 
catheter drainage, the ultimate presence or ab- 
sence of bacteriuria will depend in most instances 
on whether or not the urinary system empties 
efficiently. 

Furthermore, the incidence of acute pyelone- 
phritis as determined by clinical diagnosis is not 
high during the period of catheter drainage or dur- 
ing the immediate postcatheter period unless the 
patient is debilitated from systemic disease or has 
obstructive uropathy. The incidence of chronic 
pyelonephritis on the basis of catheter-induced in- 
fection must be minimal indeed. 


Summary 


In summary, one can say that pyelonephritis is 
most common in children or adults who are ill with 
systemic disease or in those persons who have ob- 
structive lesions in the urinary tract, although it 
does occur in patients who are in good general con- 
dition and have no structural disease of the bladder, 
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prostate, ureters, or kidneys. Chronic pyelone- 
phritis does not commonly result from one attack 
of acute pyelonephritis. 

The catheter, properly used, can be employed 
safely to obtain a specimen of urine without danger 
of introducing infection in patients who are voiding 
efficiently. Use of the catheter intermittently in the 
debilitated patient or in those who are not voiding 
effectively can lead to serious urinary tract in- 
fection. 

Use of the catheter for constant drainage of the 
bladder is frequently accompanied by bacteriuria 
because of foreign-body reaction and the introduc- 
tion of bacteria into the bladder. The indwelling 
urethral catheter can be used for a long time in a 
patient in good general condition and with a normal 
upper urinary tract without undue risk of pyelone- 
phritis. 

The final estimate as to the presence or absence 
of urinary infection must be made at a time when 
the tissues involved have had time to recover from 
toreign-body reaction or surgery. 

We find no evidence to implicate the catheter as 
a significant factor in the cause of chronic pyelone- 
phritis. No doubt the majority of patients who 
develop acute pyelonephritis have never been 
catheterized prior to the onset of the acute infec- 
tion. It is not logical to blame the catheter as a 
major contributor to serious urinary tract infections 
(unless it has been used improperly) simply because 
the instrument has been used as a diagnostic or 
therapeutic agent in patients with urinary tract 
disease. The catheter, properly used, is one of man’s 
best friends. 

1180 Beacon St. (46) (Dr. Prather). 
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INNOVATIONS IN 


Through the years nurseries for newborn infants 
have been intermittently plagued with cross-infec- 
tions from two sources—hand-borne and airborne. 
Customary precautionary measures have often 
failed to prevent the sporadic appearance and rapid 
spread of infection from a sick infant to adjacent 
well infants. Those who experienced these nursery 
endemics and knew what havoc they cause realized 
the importance of stringent aseptic precautions. 
Such nursery banes have harassed obstetricians, 
pediatricians, and public health officials alike. 

Recently an increasing number of maternity hos- 
pitals in the United States have instituted several 
radical changes in their long-established routines 
for care of the newborn infant. The primary aim 
for the use of antiseptic skin detergents for hand- 
washing and in the bathing of newborn infants, as 
well as for rooming-in (complete or modified), is 
to eliminate or at least decrease serious endemics 
such as hand-borne infectious diarrhea and _air- 
borne staphylococcic respiratory infections. During 
the 19th century Oliver Wendell Holmes, Ignaz 
Semmelweis, and Joseph Lister, each in his own 
way, brought increasingly convincing evidence that 
contaminated hands can spread serious infections 
to well persons. 


Infectious Diarrhea of Newborn Infants 
Endemic diarrhea of newborn infants is exceed- 
ingly communicable and in many instances rapidly 
fatal. Local health authorities must be notified 
promptly, as soon as the first case appears, so that 
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NEWBORN INFANTS 


Experience with cross-infections in hospital 
nurseries, especially with infectious diarrhea, 
has led to the conviction that anything which 
enters the mouth or nose of a newborn infant 
must be sterile and that the chief source of 
a cross-infection is the contaminated hand. 
Thorough handwashing is an important fac- 
tor in preventing the transmission of disease. 
The technique here recommended is effec- 
tive, while avoiding the excessive irritation of 
the skin often caused by older methods. The 
imminent hazards of rows of contiguous bas- 
sinets in nurseries are avoided by rooming- 
in, the ultimate aim being te transfer the 
newborn infant to a cubicled bassinet ad- 
jacent to the mother’s room as soon as fea- 
sible. 


put into effect. Rooming-in of all the other new- 
born infants with their mothers then becomes ob- 
ligatory. 

At the Cradle, in Evanston, in spite of what for 
six years had been considered a superior nursery 
technique, infectious diarrhea broke out in 1927. 
Of 80 infants who contracted the disease, 27 died— 
a mortality of 33%! Dick and associates ' conducted 
exhaustive bacteriological investigations. They iso- 
lated Proteus morgani from the minute ulcers in 
the lower part of the intestine, reproduced the dis- 
ease in laboratory animals with pure cultures, and 
produced diarrhea by inoculation of the sterile 
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culture filtrate. Soon thereafter, Dr. G. Dick * 
evolved an aseptic nursery and milk kitchen tech- 
nique. Since 1927 there have been over 6,500 ad- 
missions. Except for minor modifications from time 
to time, the technique has been in use for over 30 
years. Although two minor instances of hand-borne 
cross-infection occurred, no death was due to in- 
fectious diarrhea contracted after admission. This 
flawless technique is based on the following credo: 
Anything that enters the mouth or nose of a new- 
born infant must be sterile; the chief source of 
cross-infection is the contaminated hand. 


Prevention of Hand-borne Cross-infections 


Before a newborn infant is attended by nurse, 
physician, or other personnel, it is imperative 
that hands and forearms be adequately cleansed. 
This is well stressed in a booklet published by 
the American Academy of Pediatrics." In recent 
years diverse hand-washing techniques have been 
evolved by various health organizations, maternity 
hospitals, and purveyors of antiseptic skin deter- 
gents. Although unanimity does not yet exist, many 
health authorities and hospitals are in accord with 
the technique described in the well-illustrated 
“Guide for the Prevention and Control of Infec- 
tions in Hospitals,” * published by the New York 
State Department of Health and the American 
Public Health Association. The following excerpts 
outline basic principles for giving individual care 
to any patient: 

Thorough handwashing is undoubtedly one of the most 
important factors in preventing the transmission of disease. 

Sinks with foot or knee controls, preferably foot controls, 
and a constant supply of hot and cold water, mild soap or 
detergent, and absorbent paper towels are essential. 

Extensive studies on the efficacy of some of the newer 
detergents, particularly those containing hexachlorophene, in 
handwashing indicate that these substances are more efficient 
and more rapid in action than are the usual neutral soaps. 

The use of a brush® is not advised because it may irritate 
the skin when hands are washed as eften as they should be 
in patient care. 

Procedure: 

Time required—approximately 90 seconds. 

1. Standing well away from the sink, turn on water to 
temperature comfortable to hands. 

2. Moisten hands and apply a heavy lather of soap, cov- 
ering well beyond the area contaminated. Pay particular 
attention to the areas between and under the nails. (Tooth- 
picks may be provided for cleaning under the nails. ) 

3. Use friction, one hand upon the other. 

4, Rinse thoroughly under running water, allowing water 
to flow from above toward the finger tips.t 

5. Repeat 2 through 4. 

6. Dry hands thoroughly. 


*Some hospitals advise the use of the sterile brush, espe- 
cially for the initial scrub, at least for the cleansing of the 
nails, and whenever hands are known to be contaminated or 
are visibly soiled. 

+Some authorities maintain that it is safer to allow excess 
water to drip off at elbows (with arms bent and hands raised) 
and to dry with sterile or clean paper towels starting at fin- 
ger tips and ending at elbows. 
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The primary aim for an abridged hand-washing 
technique is to save time, but safety must not be 
sacrificed. There is very meager clinically con- 
trolled evidence to prove superiority of hexachloro- 
phene (G-11) liquid detergents over ordinary neu- 
tral soap and tepid water. No endemic of infectious 
diarrhea has come to an abrupt end solely as the 
result of substituting an antiseptic skin detergent 
for a neutral soap in hand-washing. Purveyors 
maintain that repeated daily use leaves an antiseptic 
film on the skin’s surface. However, a far greater 
number of instances of irritation of the skin have 
accumulated than from the use of plain soap and 
tepid ‘vater. When excessive irritation of forearms 
or hands persists, the detergent should be used 
more sparingly or temporarily omitted, or there 
should be less energetic friction and prolonged 
rinsing with cold water, and wiping dry should be 
gentle. 

Respiratory Cross-infections 

Respiratory cross-infections of newborn infants 
are usually seasonal and are contracted in the 
nursery by the aspiration of viral or bacteriai 
pathogens disseminated into the air by an infected . 
infant, attendant, or mother, or the respiratory 
pathogen is aspirated while the infant is trans- 
ported through a drafty corridor during a to-and- 
fro trip from the general nursery to the mother or 
back to the nursery. 


Rooming-in and Its Advantages 


It has long been known that, despite hygienic 
measures, isolation techniques, and quarantine, 
newborn infants in general nurseries and foundling 
homes are more prone to serious infections than 
those in private homes. Rows of contiguous bas- 
sinets in nurseries for newborn infants connote 
ever-present imminent hazards. Rooming-in (com- 
plete, modified, or obligatory) is an attempt to de- 
crease needless risks. The ultimate aim should be 
to transfer the newborn infant to a cubicled bas- 
sinet adjacent to the mother’s room as soon as the 
well-being of the mother and infant warrants. This 
can usually be determined within 48 hours. The 
prematurely born infants and those requiring spe- 
cial care should go to allocated nurseries directly 
from the delivery room. Aseptic hand technique 
must be observed at all times by all who attend 
newborn infants. To decrease airborne infections, 
the door to the infant’s cubicle should be kept 
closed and visitors should be excluded while the 
infant is in the mother’s room. 

Shortly before the newborn infant is transferred 
to the cubicled bassinet adjacent to the mother’s 
bed, the nurse in charge should explain to her, in 
a rather casual way, that the primary aim is to 
prevent infection to her and to her infant and that 
rooming-in is an added safety measure against 
hand-borne and airborne cross-infections. 
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In the past much of the nurses’ precious time 
was devoted to the menial chore of transporting 
the infant from nursery to mother and vice versa. 
(Because of the recent shortage of graduate nurses, 
some hospitals have delegated much of the care in 
nurseries for newborn infants to transient, semi- 
trained personnel instructed only in the rudiments 
of aseptic precautions.) Rooming-in has, to a great 
measure, eliminated this procession with its hidden 
risks. The primipara now has an opportunity to 
acquire first-hand information from the skilled 
nurses who now have more time at their disposal. 
The mother can be told how to care for her new- 
born infant, can see at first hand how to do it, and, 
most important of all, have the privilege of doing 
it herself—under supervision. 

The prematurely born infants and the infants 
who require special care cannot be transferred to 
their cubicles. Occasionally their mothers express 
concern to nurses and physicians, despite repeated 
assurances of the well-being of the child. 

Occasionally a multipara, anticipating a few 
restful nights before returning home, becomes dis- 
turbed by the nocturnal cry of an adjacent infant— 
perhaps not her own. Sound-proofing of cubicle 
ceiling and walls should be the solution. 

To return the well infant from the cubicle to the 
general nursery each night increases the infant's 
chances of contracting a cross-infection, adds 
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menial work to that of skilled nurses, and requires 
time that could be spent to greater advantage to 
both mother and child. 


Summary 


Hand-washing should rid the exposed skin sur- 
face of pathogens so that the newborn infant can- 
not become infected by contact. Irritation to nurses’ 
arms from antiseptic skin detergent should de- 
crease with less energetic friction, more rinsing in 
cold water, and gentle drying. Rooming-in should 
decrease cross-infections in newborn infants and 
give more time for nurses to instruct mothers in 
infant care. Inconveniences to mothers created by 
rooming-in are minor compared to the added safety. 
Sound-proofing of cubicle ceilings and walls should 
decrease transmission of crying. 

636 Church St. 
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REMARITAL BLOOD TEST.—When, about 1935, the compulsory premarital 
blood test issue began to be pressed upon state legislatures and health depart- 
ments, the cure of syphilis still involved upward of 18 months of injections, once 

a week, with arsenicals or other toxic drugs. These prolonged, expensive, and some- 

times dangerous treatments were often strenuously resisted by syphilitic patients, 

who frequently regarded the treatment as worse than the disease itself. Today, a 

single injection of bicillin is effective. As a result, cooperation with medical and 

health authorities has improved tremendously. Moreover, it seems probable that 
some syphilis is cured accidentally through penicillin treatment of many nonvenereal 

infections. . . . 

The percentage decline has occurred equally in states without a compulsory pre- 
marital blood test law and in states with such a law. During the last decade, the 
infant death rate from syphilis declined by slightly more than 97 per cent in both 
compulsory and noncompulsory areas. Similarly, the reported morbidity rates in 
the primary and secondary stages of syphilis dropped in the compulsory areas by 
93.5 per cent and in the noncompulsory by 93.3 per cent, from 1945 to 1956. 
These findings suggested that the compulsory premarital blood test laws exert very 
little influence on syphilis mortality and morbidity, Other factors such as prenatal 
blood testing, improved case finding, and particularly penicillin treatment have more 
likely been responsible for the rapid decline in syphilis. 

Furthermore, premarital blood testing reveals so few infectious cases of syphilis 
as to make it an unproductive method of case findings as well as an enormously ex- 
pensive one. Added to these deficiencies, is the increasing problem of false-positive 
reactions in blood tests, a problem which will become even more serious as syphilis 
declines further.—A. W. Hedrich, Sc.D., and Charlotte Silverman, M.D., Should the 
‘ Premarital Blood Test Be Compulsory? Journal of Public Health, February, 1958. 
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CEREBRAL 


MANIFESTATIONS OF VITAMIN 


James S. Wiener, M.D. 


J.A.M.A., June 27, 1959 


Bi: DEFICIENCY 


Justin M. Hope, M.D., Boston 


Mental changes resulting from vitamin B,,. de- 
ficiency are among the least publicized aspects of 
this condition. The cerebral manifestations of this 
disorder have received little consideration in stand- 
ard textbooks on the subject, although Preobra- 
jensky ' described brain lesions which he believed 
to be due to pernicious anemia as early as 1902. 
From the clinical description, however, one can- 

‘not be certain that his case was indeed one of 
pernicious anemia. Pfeiffer? in 1915 reported the 
first unquestionable case of pernicious anemia in 
which mental symptoms were prominent. Clinically 
the patient was confused, inattentive, and drowsy. 
On postmortem examination Pfeiffer found degen- 
eration of the medullated nerve fibers in the white 
matter of the frontal lobes and slight alteration of 
cortical nerve cells. A more detailed clinical de- 
scription of the cerebral manifestations of pernicious 
anemia was made in 1927 by McAlpine,’ who re- 
ported that “Mental changes occur not uncommon- 
ly in pe nicious anemia. They range from states of 
depression accompanied by loss of mental energy 
to definite psychosis. They, like the nervous symp- 
toms, may precede the characteristic changes in the 
blood by many months.” 

Since it has recently been pointed out that the 
reversibility of the mental aberrations attendant to 
vitamin B,, deficiency is dependent on the dura- 
tion of the illness before the institution of effective 
therapy, the importance of early diagnosis be- 
comes apparent. Holmes * reported a series of 14 
cases of vitamin B,,. deficiency in which the pa- 
tients had well-marked cerebral symptoms. In all 
but two of these cases the mental symptoms dis- 
appeared or were greatly improved after intensive 
treatment. The two patients who did not respond 
had been psychotic inmates of a mental hospital 
for several months before treatment was initiated, 
and their psychoses had developed gradually and 
progressively over a period of seven to eight years. 
arly diagnosis, though of utmost importance, is at 
times difficult because the cerebral manifestations 
may occur in the presence of a completely normal 
blood picture and bone marrow. Even when anemia 
is present there may be no correlation between the 
degree of anemia and the severity of the cerebral 
manifestations. Irreversibility may result if one 
awaits the development of overt hematological 
signs before the institution of therapy. 


From the Psychiatric Department of the Pratt Diagnostic Clinic-New 
England Center Hospital. 


Pernicious anemia is associated with a 
subacute degeneration of the brain that is 
essentially the same as the more familiar 
subacute degeneration of the spinal cord. 
The pathological process is unique and easily 
distinguished from pellagra and other dis- 
eases involving the cerebral white matter, 
but there is nothing consistently characteristic 
about the resultant mental symptoms, and 
they may appear years before the anemia. 
These facts are illustrated in the case history 
of a 44-year-old housewife who suffered a 
severe mental disturbance with paranoid 
symptoms so severe as to necessitate institu- 
tional treatment. Ultimately all symptomatic 
therapy was discontinued, and intramuscular 
injections of vitamin By» sufficed to bring 
about a complete mental restoration. Since 
none of the mental symptoms is distinctive 
and the blood changes may appear late, the 
early diagnosis depends on the physician’s 
alertness to this possibility. Early treatment is 
necessary because the degenerative changes 
can be completely reversed only if they are 
recognized in time. 


Neuropathology 


Pathological studies by Adams and Kubic”® re- 
vealed that the important pathological changes 
consisted of a more or less diffuse, though uneven, 
degeneration of the white matter with relatively 
little or no proliferation of fibrous glia. Microscopic 
changes were found in the central and convolution- 
al white matter of the cerebral hemispheres, in the 
cerebellar peduncles, and in the optic tracts near the 
chiasm. The microscopic changes consisted of de- 
generation of the white matter more pronounced 
perivascularly, with foci of degeneration rang- 
ing from 50 to 150, in size. Involvement of axis 
cylinders as well as myelin sheaths was found. In 
the more involved areas there were numerous 
macrophages filled with fat. These authors also 
noted an increase in the number of astrocytes and 
oligodendrocytes throughout the white matter. This 
change was most marked just beneath the cortical 
gray matter. In contrast the nerve cells appeared 
essentially normal. The changes described were es- 
sentially the same as those found in subacute de- 
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generation of the spinal cord. To date there have 
been no authentic reports of cases of subacute de- 
generation of the brain which have not been as- 
sociated with spinal cord lesions. This pathological 
process is unique and easily distinguished from 
pellagra and other diseases involving the cerebral 
white matter. In subacute degeneration there is un- 
even degeneration of the fascicular gracilis, while 
in pellagra there is degeneration throughout. The 
degeneration of the cerebral white matter is prom- 
inent in subacute degeneration, while there is none 
in pellagra. A third striking difference is the lack 
of nerve cell involvement in subacute degeneration, 
as opposed to pellagra where the anterior horn 
cells and larger pyramidal cells are moderately in- 
volved. The order of involvement appears to be 
the posterior columns, followed by degeneration of 
the lateral and anterior columns, with involvement 
of the cerebral white matter being the final step. 


Pathogenesis 


The pathological degenerative process appears to 
be related to a decrease in cerebral metabolism as 
a result of the deficiency state, rather than as a re- 
sult of the anemia per se. Scheinberg’ (1951) 
estimated the oxygen consumption of the brain by 
the nitrous oxide method in 16 patients with per- 
nicious anemia. He divided the patients into two 
groups, those with a hemoglobin level above 7 
and those with a hemaglobin level below 7 Gm. per 
100 cc. He found consistently low values of cerebral 
oxygen consumption in patients with cerebral man- 
ifestations of pernicious anemia as compared to 
normal controls and those with secondary anemia 
(blood loss). There was no correlation between 
the degree of anemia and the reduction in cerebral 
metabolism in patients with a hemoglobin level 
greater than 7 Gm. per 100 cc. There was, however, 
a good correlation between the degree of mental 
status aberrations and the degree of reduction of 
cerebral metabolism. Earl and associates” in 1953 
estimated the blood pyruvate levels in patients with 
subacute combined degeneration in the fasting 
state and 60 and 90 minutes after the ingestion of 
a loading dose of glucose (100 Gm.). After 90 
minutes he found that in untreated cases of perni- 
cious anemia with no neurological signs the blood 
pyruvate level was normal; while those patients 
with neurological signs had pyruvate levels greater 
than normal. When the determinations were re- 
peated after two weeks of intensive treatment with 
vitamin B,., normal values were also obtained in 
those patients with neurological signs. 


Clinical Manifestations 


None of the mental symptoms seen in this condi- 
tion are consistently characteristic; the symptoms 
are extremely variable and range from a mild mood 
disorder to overt psychotic behavior. The milder 
symptoms may be a slight mood disturbance or 
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mental slowness with difficulty in concentrating 
and remembering. The symptoms may be much 
more severe, however, with violent maniacal be- 
havior, severe agitation, stuporous depression, par- 
anoid behavior, or the presence of overt visual and 
auditory hallucinations. On mental status examin- 
ation, in those severely disturbed, one may find 
disturbances in affect, insight, associations, and 
thought processes, feeling abnormalities and de- 
personalization. When present these mental status 
findings make it difficult to distinguish this condi- 
tion from schizophrenia. 


Diagnosis and Treatment 


When mental symptoms occur in combination 
with the classic symptoms of pernicious anemia— 
weakness, sore tongue, macrocytic anemia, and 
achlorhydria—the diagnosis is relatively easy. When 
a patient presents with mental symptoms and is 
found to have moderate anemia, achlorhydria, 
slight macrocytosis, and bilirubinemia and com- 
plains of various neurological symptoms, the diag- 
nosis of pernicious anemia is exceedingly likely. The 
common. neurological symptoms encountered are 
pins-and-needles sensations and paresthesias. The 
paresthesias are usually localized to the distal por- 
tions of the extremities and are symmetrical in 
distribution. A large variety of other peculiar sensa- 
tions such as numbness, stiffness, feelings of heat 
and cold, formication, deadness, tightness, and 
shooting pains may be present. Loss of vibratory 
sense is the most consistent neurological sign. When 
the mental symptoms are prominent while the 
usual diagnostic criteria are absent or minimal, the 
diagnosis may not even be suspected. In such in- 
stances reliance must be placed on special tests. 
The estimation of the vitamin By, level in the ser- 
um with the alga Euglena gracilis as the test organ- 
ism has proved to be helpful. With use of this 
method, the normal By». range is 150-1,000 mcg. 
per 100 cc., while in proved cases of pernicious 
anemia the range is 0-85 mcg. The Schilling test 
has also proved a valuable adjunct to diagnosis. 
This consists of administering an oral dose of ra- 
dioactive vitamin B,, and measuring the amount 
excreted in the urine. When given orally, 0-3% is 
excreted in the urine by patients with pernicious 
anemia, while the normal excretion rates are 
10-25%, Thus the ability to estimate the vitamin B,» 
level in the serum and the determination of the ex- 
cretion rates of radioactive vitamin B,» in the urine 
afford a reliable diagnostic method. In those in- 
stances in which facilities are not available to per- 
form the diagnostic procedures described above, a 
therapeutic test with vitamin B,. may prove helpful. 
When the therapeutic test is employed, it is im- 
portant that the test be made with Bj, alone and 
that the reticulocyte response be observed daily 
for 7 to 10 days until a positive or negative result 


has been obtained. 
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The most important factor influencing the re- 
sponse to treatment is the duration of the disease 
prior to the institution of therapy. Factors of little 
importance are the degree of anemia or the severity 
of cerebral manifestations. Much larger doses of 
vitamin By. are needed for the treatment of the 
neurological and psychiatric manifestations of the 
deficiency than for maintenance of a normal blood 
cell count. Treatment consists of the intramuscular 
injection of 1,000 mcg. of vitamin B,2, followed by 
500 meg. twice weekly for one month. Subsequent 
therapy consists of the administration of 100 mcg. of 
vitamin B,» intramuscularly once a week for the 
next six months. Most improvement occurs during 
the first three to six months of therapy. Relapses 
during therapy are usually associated with infec- 
tions and can be corrected by increasing the main- 
tenance dose of vitamin B;». 


Report of a Case 


A 44-year-old housewife was admitted to the Pratt Diag- 
nostic Clinic-New England Center Hospital on Jan. 9, 1958, 
with a chief complaint of severe depression, marked psycho- 
motor retardation, and paranoid ideas. The gradual onset of 
depression became apparent a year before admission, and 
there was a marked exacerbation of all symptoms two weeks 
prior to admission. Because of the severity of the depression 
the patient was given three electric shock treatments at an- 
other hospital without improvement before being admitted to 
the psychiatric service of the Pratt Diagnostic Clinic-New 
England Center Hospital for evaluation and therapy. 

The history of the present illness obtained from the patient 
and her husband revealed that in the past year she had become 
self-conscious and despondent over the fact that she was 
losing her hair and felt she was an object of ridicule. She 
expressed the notion that when she was in social gatherings 
“especially bright lights were lit” or that “they always sat 
me near the lights.” Finally she became quite withdrawn 
and ceased her participation in all activities. She was de- 
pressed and irritable, cried frequently, and was constantly 
fatigued. 

While she was undergoing diagnostic studies in the out- 
patient department of another hospital in December, 1957, 
a marked change in her behavior was noted. She expressed 
the idea that “The doctor hypnotized me, I felt I was in a 
trance. My head was straight. I could not turn it. He made 
me say that I did not trust my husband.” She was seen by 
another physician whom she thought put dope in her rectum 
and caused her to lose control of herself. While there she 
believed that her behavior was being controlled by some 
external force. At home she was confined to bed, where she 
continued to express ideas of influence and control. In this 
connection she stated that “I had to stare at the ceiling . . . 
I had to stare at the sun . . . I could only eat bread and tea 
. . . I could not sleep.” At home she remained confined to 
bed, markedly limited her food intake, and did not sleep for 
the week preceding admission to the hospital. 

Mental Status Examination.—On admission she was marked- 
ly retarded and resistive. She appeared tense and apprehen- 
sive; there was a rhythmical movement of her legs, and she 
would not look directly at the examiner. She spoke only in re- 
sponse to direct questions; many of her answers were only 
partial. She overtly expressed paranoid ideas. She stated she 
was pale because her “blood is being drained,” and that she 
was weak because “you are sprinkling things on me.” She was 
oriented as to time and place. Her attention span, however, 
was poor and she could not retell a short story. Her mood 
was depressed. Her affect paralleled her thought content. 
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Physical Examination.—The most prominent physical find- 
ings were a waxy, pallid skin, pale conjunctivas, smooth 
tongue, thinning of her hair, and bruises over her entire 
body. Vibratory sense was absent in the toes bilaterally. The 
deep tendon reflexes were hyperactive, otherwise no signif- 
icant physical or neurological abnormalities were found. 

Laboratory Findings.—Study of a peripheral blood smear 
showed some macrocytosis. The hemoglobin level was 11.8 
Gm.; white blood cell count was 10,500 per cubic millimeter. 
On examination of the bone marrow the over-all picture was 
one of normoblastic hyperplasia with a few megaloblastic 
forms (these results reflected the patient’s use of hematinics 
—containing liver, vitamin By, and iron). Gastric analysis 
after histamine injection revealed no free acid. The reticulo- 
cyte count was 4.7%. The prothrombin time was 17 seconds, 
29%. Total bilirubin was 0.3%, bleeding time 2 minutes 
50 seconds, 2 minutes 10 seconds. The serum Bi level was 
28 mcg. (Normal range is 150-1,000 mcg. per 100 cc.) 
Schilling test results were as follows: 20-hour urinary ex- 
cretion of vitamin B,» (radioactive cobalt), 0.5%. (Normal 
range is 10-25%.) 

Hospital Course.—After admission the patient was given 
fluids intravenously because of the marked dehydration 
present. While she was undergoing diagnostic studies, to allay 
her apprehension, anxiety, and depression, symptomatic 
measures were employed. On this regimen some sympto- 
matic improvement was noted. The patient became somewhat 
more alert and a little more cooperative. When the diagnosis 
became established on the seventh day, all symptomatic 
therapy was discontinued and intramuscular injections of 
vitamin B,. were begun. By the 11th hospital day the patient 
was alert, no longer appeared frightened or anxious, and 
showed little evidence of depression. Her appetite had mark- 
edly improved, her sleep was much less disturbed, and she no 
longer complained of fatigue. She showed concern about her 
personal appearance, applying rouge and lipstick for the first 
time. She also showed renewed interest in newspapers, radio, 
and television. She still expressed some paranoid ideas— 
stating that “my husband brought a television set to make 
my nerves worse.” She expressed concern regarding “every- 
one giving me compliments.” At the time of her discharge 
on the 16th day she was cheerful and optimistic about the 
future and eagerly anticipated returning home. After her 
discharge she received intramuscularly 100 mcg. of vitamin 
Bu weekly. 

Follow-up Visits.—When seen in follow-up on Feb. 15, 
1958, her only complaints were facile fatigability and cool- 
ness of her toes. She had been sleeping well, her appetite 
had been good, and she had begun to participate in social 
activities. On examination, though somewhat slow in her 
responses, she expressed no paranoid ideas. Her associations 
and thought content were normal. On neurological exami- 
nation the deep tendon reflexes remained hyperactive and 
there was diminution in perception of vibrations (128 cps) 
only in the toes of the left foot. 

When seen again on March 29, 1958, the patient stated 
that she was able to do all her housework without fatigue 
and she had enjoyed social activities. Her husband had noted 
no abnormal behavior. On examination she expressed no 
paranoid ideas; her thought content and associations were 
intact. She stated that she was happy about her improve- 
ment and her affect was appropriate. In short, she showed 
no abnormal mental status findings. On neurological exami- 
nation the deep tendon reflexes were still hyperactive, but 
there was no longer evidence of diminution in vibratory 
perception. 

Summary 
It is extremely important to make an early diag- 


nosis of mental disease due to vitamin By. defi- 
ciency, since the reversibility of the mental aberra- 
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tions depends mainly on the duration of the illness 
before the institution of effective therapy. Much 
larger doses are needed for the treatment of the 
neurological and psychiatric manifestations of the 
deficiency than for maintenance of a normal blood 
cell count. Cerebral symptoms may precede the 
appearance of anemia by years, and many occur 
in the presence of a completely normal blood pic- 
ture and bone marrow. The essential cerebral path- 
ology consists of a more or less diffuse degenera- 
tion of the cerebral white matter with little or no 
proliferation of fibrous glia. The mental aberrations 
are related to the decrease in cerebral metabolism 
resulting from the deficiency state. Since none of 
the mental symptoms is consistently character- 
istic, the diagnosis depends first on the physician’s 
awareness of the existence of the disorder and 
second, in the absence of anemia, on the deter- 
mination of the vitamin B,». level in the serum and 
the use of the Schilling test. A representative case 
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showed that the prompt institution of effective 
therapy resulted in the complete reversal of the 
mental aberration. 
171 Harrison Ave. (11) (Dr. Hope). 
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MULTIPLE ECZEMATOUS SENSITIVITIES 


Rudolf L. Baer, M.D., New York 


A review of the past 20 years’ literature reveals 
a dearth of detailed discussion on the general sub- 
ject of multiple eczematous sensitivities. Apart from 
a few papers which touch on certain phases of this 
subject, such as those of Rostenberg and Sulz- 
berger ' and Sulzberger, * only one form of multiple 
eczematous sensitivity—cross-sensitization—has 
tracted much attention. This lack of detailed dis- 
cussion is more surprising since multiple eczema- 
tous sensitivities are regularly encountered and, 
therefore, are of the greatest practical importance 
and theoretical interest. 

Even though one must be mindful of the inade- 
quacies of all schematic arrangements and should 
beware of all oversimplification, it appears useful 
to differentiate between three categories of mul- 
tiple eczematous sensitivities, namely, multiple non- 
specific sensitivities, multiple primary allergic sen- 
sitivities, and multiple secondary allergic sensitivi- 
ties (cross-sensitizations). The principal character- 
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There are three distinct varieties of mul- 
tiple eczematous sensitivities. In multiple non- 
specific sensitivity there is heightened sus- 
ceptibility to the primary irritant effect of 
many chemically and immunologically un- 
related substances. In multiple primary spe- 
cific allergic sensitivity there is a greater 
than average susceptibility to the develop- 
ment of allergic eczematous sensitizations. 
The third variety, multiple secondary specific 
allergic sensitivity, is based on an immuno- 
chemical relationship between the primary 
allergen and the secondary allergens, which 
must be so closely related that the sensitized 
cells react to them as if they were identical. 
The pattern of the body’s response to multi- 
ple secondary eczematous sensitizations is 
relatively unpredictable for a given person; 
the variations are numerous and striking, 
and the more intense the degree of primary 
sensitivity the greater is the likelihood that 
multiple secondary sensitizations will occur. 
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istics of the three distinct varieties of multiple 
eczematous sensitivities are summarized in the 
table. 

In discussions of multiple sensitivities the words 
“polyvalent” and “multivalent” have often been 
used. These words are derived from the chemical 
concept of valence, that is, the quality which de- 
termines the number of atoms or radicals with 
which any single atom or radical will unite chemi- 
cally, This concept has been applied in immunology 
where one speaks of the valence of antibodies, but 
it is questionable whether it is wise to apply it in 
nonallergic sensitivities or in allergic sensitivities 
where antibodies cannot always be conclusively 
demonstrated. 


Multiple Nonspecific Eczematous Sensitivity 

In multiple nonspecific sensitivities there is 
heightened susceptibility to the primary irritant 
effect of many chemically and immunologically un- 
related substances. This occurs in certain persons 

Characteristics of Multiple Eczematous Sensitivities 


Multiple Multiple Multiple 


Nonspecific Primary Secondary 
Specific Specific 
Mechanism Low threshold Abnormal Capacity to 


for effects capacity to develop allergic 


of primary undergo secondary or 
irritants; primary cross-sensiti- 
not an im- allergic sen- zations or pri- 
munological sitizations mary sensiti- 


zation to aller- 
gen which ob- 
ligatorily pro- 
duces cross- 
sensitizations 


phenomenon 


Role of non- Usually highly Sometimes 
specific factors important eontributory tributory 


Immunochemieal Usually none Usually none Always present 
relationship of 
materials pro- 
ducing multiple 
sensitivities 


Duration of mul- Evanescent— Relatively Relatively per- 
tiple sensitivities weeks to persistent sistent 
months 


whose skin threshold for irritation is so low that 
normally nonirritant concentrations of some sub- 
stances exert a primary irritant action. It is well to 
realize that knowledge regarding susceptibility to 
primary irritants is rudimentary. Recent publica- 
tions once more confirm the findings of Rostenberg 
and Sulzberger ' that reactivity to primary irritants 
varies greatly in different persons even under nor- 
mal conditions. Gahlen,* for example, showed the 
wide variations of the threshold values at which 
mercuric chloride has a primary irritant effect in 
different persons. Even the 1:1,000 solution of mer- 
curic chloride, which is commonly used for patch 
testing for allergic eczematous hypersensitivity, acts 
as a primary irritant in a small percentage of those 
tested. Wilson * observed positive reactions in 68% 
of normal subjects in tests with 10 standard sub- 
stances. Many of these reactions were simple eryth- 
emas without vesiculations, but they are, neverthe- 
less, an indication of an unusually great suscepti- 
bility to primary irritation in these persons. Similar 
results were obtained in studies of Gahlen* with 
14 standard materials. 
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Whether there is an over-all irritability to many 
different substances in such persons or whether such 
normal skins are more susceptible to primary irrita- 
tion from some substances than from others is one of 
many important questions which at present cannot 
be definitely answered. Obviously, when the border- 
line of what is and what is not a primary irritant 
is not clearly defined, it may be difficult also to dif- 
ferentiate between primary irritant effects and re- 
actions on the one hand and allergic effects and 
reactions on the other. The experienced dermatol- 
ogist, of course, develops the ability to some extent 
to differentiate between these reactions on the basis 
of their morphologic features. 

Apart from variations for which there is no ex- 
planation in nonspecific irritability among normal 
skins, certain known factors may contribute a suit- 
able terrain for the development of multiple non- 
specific sensitivities. Allergic or nonallergic irrita- 
tion superimposed on eczematous eruptions is one 
of the most important. The persistent use of irritating 
therapeutic agents causes spread of the previously 
localized eczematous eruption. The spreading may 
at first be slight, but it gradually increases until 
eventually the eczematous eruption may become 
generalized. This is especially liable to happen when 
the physician fails to recognize that it is the topical 
treatment which he himself has prescribed that is 
causing his patient’s eruption to become progres- 
sively worse. 

In such cases if one carries out patch tests during 
the acute phase of the eruption one may elicit non- 
specific positive reactions with normally nonirritat- 
ing concentrations of many diverse materials. These 
reactions will often be clinically indistinguishable 
from allergic eczematous patch test reactions, since 
they do not ordinarily resemble the primary irri- 
tant reactions which are seen, for example, in patch 
tests with undiluted soap. 

A case in point is that of a patient who had a 
psoriasiform eruption with a superimposed allergic 
contact dermatitis due to topical medicaments. 
When he was first seen, his eruption had already 
become widely disseminated and he required hos- 
pitalization. The possibility was under considera- 
tion that allergic hypersensitivity to clothing ma- 
terials might have contributed to the generaliza- 
tion of his eruption. Therefore, patch tests were 
carried out with samples from his suits, socks, shoes, 
and other garments. A number of more or less 
strong reactions were elicited with these materials. 
However, after he was discharged from the hos- 
pital in a much improved condition he found that 
he could wear with impunity the very suits and 
socks which previously had produced positive re- 
actions. About a year later patch tests with some 
of the identical materials were repeated. This time 
no positive reactions were elicited, whereas, previ- 
ously, a brown suit had given a 2+ to 3+ reaction, 
a gray suit 3+ to 4+, and a blue suit 3+ to 4+. 
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Wilson * concluded from his results that increased 
irritability, as evidenced by false-positive reactions, 
may persist for three months after the subsidence 
of the rash in patients with eczematous reactions. 
Moreover, it appears possible that there are some 
persons who have a more or less permanently in- 
creased susceptibility to primary irritation. 

Impaired alkali neutralization and. alkali resist- 
ance, which have been elucidated in the excellent 
studies of Burckhardt,’ are among the other factors 
which may contribute to the development of mul- 
tiple nonspecific sensitizations. In recent years it 
has been demonstrated in persons who have eczem- 
atous eruptions that the pH of the skin tends to shift 
to the alkaline side in the affected sites as well as in 
unaffected areas.* This shift in skin pH is associated 
with an accelerated neutralization of acids at the 
skin surface. While this shift in pH may be a con- 
sequence rather than a cause of the eczematous 
eruption in these patients, it is, nevertheless, per- 
haps a factor favoring multiple nonspecific sensi- 
tizations. Disturbances in sweating, such as dyshy- 
drosis, bacterial, viral, and mycotic infections, a 
seborrheic and psoriatic tendency, and photosen- 
sitization are among the other factors which must 
be considered potential contributors to multiple 
nonspecific sensitizations. 

Another factor which may be highly important 
from the practical viewpoint is the acanthogenic 
effect of certain agents. (“Acanthosis” denotes a 
hyperplasia of the prickle cell layer of the epider- 
mis; “acanthotic” describes a prickle cell layer 
which has become hyperplastic; and “acanthogenic” 
denotes the capacity to engender a hyperplasia of 
the prickle cell layer.) The substances which en- 
gender acanthosis increase skin irritability to pri- 
mary irritants and to allergenic agents. Baer and 
associates” showed that guinea pigs’ skin, when 
deliberately made acanthotic, responds histological- 
ly with eczema-like and blister-like changes to irri- 
tants and allergens which cannot be produced in 
nonacanthotic skin of the same guinea pigs. At the 
time these findings were reported, the authors 
speculated that perhaps the acanthogenic effect of 
these substances plays a role also in the genesis or 
persistence of eczematous eruptions in man. Recent- 
ly, Skog * has shown that, indeed, this effect does 
occur in human skin. The reason why these obser- 
vations may well be of prime importance is that 
some of the detergents used for laundry and house- 
hold purposes have a pronounced acanthogenic 
action. 

Multiple Allergic Eczematous 
Sensitivities—Primary 

Multiple eczematous sensitizations which are 
based on a specific allergic mechanism, rather than 
on nonspecific irritability of the skin, fall into two 
distinct categories: multiple primary sensitizations 
and multiple secondary sensitizations. The terms 
primary and secondary sensitization have been 
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coined ® to describe the event when a substance 
produces allergic sensitization not only to itself 
(primary allergen and primary sensitization) but 
also to one or more immunochemically related 
agents (secondary allergens and secondary sensi- 
tizations ). 

Multiple primary allergic sensitizations to im- 
munochemically unrelated allergens are usually 
seen in human beings who have a greater than 
average susceptibility to the development of al- 
lergic eczematous contact sensitizations. Those who 
have had much clinical experience with the aller- 
gic, eczematous, contact type of dermatitis have 
long recognized that patients who have or have 
had this type of eruption tend more to develop 
additional specific allergic eczematous sensitiza- 
tions than do other patients with urticaria, psoria- 
sis, atopic dermatitis, or other dermatoses. This 
clinical impression was substantiated many years 
ago by the investigations of Bloch," Jaeger,'' Sulz- 
berger and Rostenberg,'* and others. Rostenberg 
and Sulzberger, for example, showed that patients 
with allergic eczematous dermatitis were at least 
twice as sensitizable to dinitrochlorobenzene or 
paranitrosodimethylaniline than subjects with other 
allergic or nonallergic cutaneous eruptions. 

In a more recent study, Gahlen* observed the 
incidence of positive patch test reactions elicited 
with 14 standard test materials of known eczem- 
atogenic potential, including paraphenylenedia- 
mine, nickel, chrome, formaldehyde, and turpentine 
in three groups of patients: subjects free from 
eczema, subjects with nonallergic eczema, and 
subjects with allergic eczema. His results clearly 
demonstrate a greater tendency to multiple eczem- 
atous sensitivities in subjects with allergic eczemas 
than in subjects with nonallergic eczemas or with- 
out eczematous eruptions. 

Wilson * also elicited many more positive reac- 
tions in patch tests in patients with contact eczema 
than in patients with discoid (nummular) eczema 
and atopic dermatitis, while the smallest number 
were elicited in persons with normal skin. The 
relatively large number of positive reactions elicited 
in Wilson’s subjects with atopic dermatitis is ex- 
plained by the fact that he included. follicular 
pustular noneczematous patch test responses as 
positive. Actually, of course, the susceptibility to 
true eczematous sensitization in patients with atopic 
dermatitis is no greater than in normal control 
subjects. 

What produces increased susceptibility to multi- 
ple specific primary allergic sensitizations? Here 
we are almost as much in the dark as were Bloch 
and Jaeger when they first described the existence 
of these multiple sensitizations many years ago. It 
is likely that some of the contributory factors 
previously mentioned in connection with multiple 
nonspecific sensitization are operative also in creat- 
ing the terrain for multiple allergic primary 
sensitization, especially alkali damage’ and 
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acanthogenic agents.’ Although the hypothesis of 
genetically determined susceptibility to eczematous 
sensitization is surely the most probable, in man 
there is, as yet, no conclusive evidence that genetic 
factors are involved in susceptibility to this form 
of sensitization. Thus, subjects with a susceptibility 
to multiple eczematous primary sensitization cannot 
be compared with atopic persons who on a genetic 
basis tend toward the development of multiple 
allergic urticarial sensitizations and the production 
of thermolabile antibodies of the Prausnitz-Kiistner 
variety. 


Multiple Allergic Eczematous 
Sensitivities—Secondary 


In the third category of multiple eczematous 
sensitizations are the multiple secondary allergic 
sensitizations. These are usually referred to as 
cross-sensitizations, and they are of great practical 
importance since they account for a large number 
of multiple sensitizations. They are based on an 
immunochemical relationship between the primary 
allergen and the secondary allergens.** 

First, the primary allergen and the secondary 
allergens are so closely related immunochemically 
(i. e., they contain identical allergenic groups ) 
that the sensitized cells (the presumptive antibodies 
in or on these cells) do not differentiate between 
them and thus react as if they were identical. 
Examples of these are multiple sensitizations to the 
various Rhus allergens, which are catechols with a 
15-carbon triply unsaturated side chain. 

Second, the primary allergen is converted (re- 
duced, oxidized, or in other ways transformed) in 
the body into compounds which are identical with 
the secondary allergens or are so closely related to 
them that the sensitized cells do not differentiate 
between them and thus react as if they were iden- 
tical, or the secondary allergen is converted in the 
body into a compound which is identical with the 
primary allergen or is so closely related to the 
primary allergen that the sensitized cells do not 
differentiate between them and thus react as if they 
were identical. For example, in primary sensitiza- 
tion to picric acid (trinitrophenol) the paranitro 
radical apparently is converted in the skin into a 
para-amino radical, thus giving rise to secondary 
sensitization to other compounds containing the 
para-aminophenyl radical, such as certain local 
anesthetics and dyes. 

Third, both the primary and secondary allergens 
are converted in the body into compounds which 
are identical or are so closely related that the 
sensitized cells do not differentiate between them. 
As shown by Leifer and Steiner ** in some cases of 
cross-sensitization, among halogenated hydroxy- 
quinolines it appears that iodochlorhydroxyquin 
( Vioform), diiodohydroxyquin (Diodoquin), and 
chlorquinaldol (Sterosan) all are broken down to 
carboxylated pyridines (picolinic acid and quino- 


ECZEMATOUS SENSITIVITIES—BAER 


J.A.M.A., June 27, 1959 


linic acid) and that these pyridines are the aller- 
genic complex producing the multiple secondary 
sensitizations. 

These examples are just a few among what might 
be an infinite number, for it is obvious that the 
potential for cross-sensitization exists in every 
single case of allergic contact dermatitis. This holds 
true not only for contacted allergenic materials but 
also for ingested and inhaled allergens. In support 
of this, Baer and Leider '* have shown experimental 
evidence suggesting that the ingestion of azodyes 
in foods can bring on flare-ups of the eruption 
and of itching in patients with allergic hypersensi- 
tivity to paraphenylenediamine in hair and fur 
dyes. Another example is the cross-sensitization 
between streptomycin and neomycin based on 
allergenically identical groupings recently described 
by Sidi and co-workers.’* Their work would indi- 
cate that a patient who has developed an eczema- 
tous contact sensitization to neomycin is very likely 
to have an allergic reaction when he is exposed to 
streptomycin not only by contact but also by in- 
jection. 

One of the most interesting features of multiple 
secondary eczematous sensitizations is that their 
pattern is relatively unpredictable for any particular 
person. The reasons for the striking differences in 
the patterns of multiple secondary sensitizations 
are unknown. The great variety of these cross- 
sensitization patterns resembles the well-known 
variety in human fingerprint patterns. 

It has been shown that the more intense the de- 
gree of primary sensitivity the greater is the likeli- 
hood that multiple secondary sensitizations will 
occur.'® Is often-repeated exposure to the primary 
allergen likely to widen the pattern of cross-sensi- 
tizations? Some years ago it was suggested that 
repeated exposures probably tend to widen the 
pattern.'* More recently, however, Fisher and asso- 
ciates '’ retested patients with paraphenylenedia- 
mine hypersensitivity with a small number of sec- 
ondary allergens 3 to 10 years after they were first 
tested with the same allergens. They came to the 
conclusion that repeated exposure to the primary 
allergen does not produce additional cross-sensitiza- 
tions. Furthermore, they found that repeated 
exposure to compounds which are immunochemi- 
cally related to the primary allergen does not pro- 
duce additional cross-sensitizations to these com- 
pounds. From these findings one would have to 
conclude, then, that the potential pattern of 
cross-sensitivity is established early or even 
genetically and undergoes little change later on. 
However, this important question deserves much 
further investigation. 

962 Park Ave. (28). 
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AFTER INTRAVENOUS FIBRINOLYSIN THERAPY 


SYSTEMIC REACTION 
Paul W. Boyles, M.D., Miami Beach, Fla. 


Intravenous streptokinase therapy is associated 
with systemic reactions manifested by fever, chills, 
and hypotension. Impurities in the streptokinase A 39-year-old man had a number of ab- 
preparation, reaction between streptokinase-inhibi- dominal operations, including cholecystec- 
tor activity in the patient’s blood, or reaction to tomy and subtotal gastrectomy. During his 
the breakdown products of proteins resulting from most recent period of hospitalization he suf- 
the fibrinolytic activity of the injected streptokinase fered an ileofemoral thrombosis and was 
have been suggested as possible mechanisms for treated by intravenous injection of 100 mg. 
these reactions, which have occurred despite purifi- of heparin and 200,000 units of fi brinolysin. 

Fever and shock appeared within 3 hours 
cation of various streptokinase preparations. 


oh after the injection, but all tenderness dis- 
appeared from the patient's ileofemoral 


nolysin have made available a new thrombolytic region in approximately 10 hours. Recovery 
agent which is effective in animals. Preliminary from the thrombosis and from the side-effects 
clinical reports have suggested that fibrinolysin of the treatment was complete within three 
is useful in the treatment of various types of acute days. Immunological studies led to the hy- 
thrombotic episodes.? Minor toxic reactions, such pothesis that the patient's circulation carried 
as fever and rare episodes of skin rash, have been antibodies for streptokinase and fibrinolysin. 
reported with intravenous injections of human It is suggested that fibrinolysin be used with 
fibrinolysin. caution until its mode of action is better 
understood. 


From the Coagulation Research Laboratories, Miami Heart Institute, 
Miami Beach, Fla., and the Department of Medicine, University of 
Miami School of Medicine, Coral Gables, Fla. 
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This report presents the case of a patient who 
had a severe systemic reaction after the first intra- 
venous administration of human fibrinolysin. The 
profibrinolysin used in this study was purified 
from human plasma fraction 3. It is activated to 


TaBLe 1.—Change in Coagulation Parameters After 
Intravenous Infusion of Fibrinolysin 


Immediately 20 Hr. 

fter Aiter 
Control Infusion Infusion 
9 10% 22 


Prothrombin time, s@¢. 
Prothrombin consumption, % 
Two-stage prothrombin level, units ... 
Fibrinogen level, mg. % 

Whole blood lysis time at 37 C, hr. .... 


Arginine methyl! ester assay for fibrino- 
lytie activity, units per ml. of plasma 


fibrinolysin (Actase) with small amounts of puri- 
fied streptokinase or urokinase, lyophilized and 
stored at —20 C until use. The activity is deter- 
mined by in vitro assay of a purified fibrin clot 
by the commercial source. Bovine fibrinolysin was 
activated with chloroform by the manufacturer. 

Prothrombin time and two-stage prothrombin 
determination were performed by established 
methods.* Fibrinogen concentration was deter- 
mined by the biuret method on the isolated plasma 
clot. Fibrinolytic activity was determined by the 
synthetic substrate method of Sherry and Alkjaer- 
sig,* with use of arginine methyl ester (TAMe). 
Clot lysis was determined on whole blood clots 
at 37 C. Platelet (direct) and white blood cell 
counts were determined by standard methods. Spe- 
cial immunological studies will be described fully 
later. 

Report of a Case 


A 39-year-old man was admitted to Jackson Me- 
morial Hospital on July 25, 1958, because of a 
history of diarrhea with black-colored stools. There 
was a history of excessive alcoholic intake daily 
during the past 20 years. In 1946 a subtotal gastrec- 
tomy was performed because of a bleeding duo- 
denal ulcer. In 1949 a cholecystectomy was 
performed at another hospital. In 1952 the pa- 
tient was admitted to this hospital because of 
gastrointestinal bleeding and a vagotomy was per- 
formed. Since this last surgical procedure the 
patient has had no recurrence of ulcer pain. The 
patient was admitted to this hospital in 1953 and 
1956 because of nausea, vomiting, and diarrhea, 
which responded to conservative treatment. A liver 
biopsy was performed during the admission in 
1956, and diagnosis on pathological examination 
of the tissue was Laennec’s cirrhosis. The remainder 
of the history is noncontributory. 
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Physical examination revealed blood pressure 
to be 120/75 mm. Hg and pulse rate 72 per minute. 
Head and neck findings were within normal limits. 
There were no spider angiomas noted on the pa- 
tient’s body. The lungs were clear to percussion, 
with scattered wheezes heard over both lung 
fields posteriorly. The heart was within the mid- 
clavicular line in the fifth intercostal space, with 
a regular sinus rhythm, and no murmurs were 
heard. There were numerous well-healed surgical 
scars over the patient's abdomen. The liver was 
palpable 5 cm. below the costovertebral margin 
and was firm, and there was a palpable spleen tip 
descending just below the left costal margin. Lab- 
oratory studies revealed hemoglobin level 12.6 Gm. 
per 100 cc., hematocrit value varying between 39 
and 44%, and white blood cell count 4,900 per 
cubic millimeter, with a normal differential. Total 
serum bilirubin level was 2.4 mg. per 100 cc. and 
later fell to 0.95. Thymol turbidity was 4 units; 
alkaline phosphatase level on admission was 10.7 
units and during the hospital stay fell to 6.4. Total 
protein level was 6.9 Gm. per 100 cc., with 4.1 Gm. 
of albumin and 2.8 Gm. of globulin. X-ray exami- 
nation of the gastrointestinal tract and esophagus 
revealed no evidence of abnormality other than 
the subtotal gastrectomy which had been performed 
previously. Chest x-ray revealed an absent rib—the 
left eighth thoracic rib—and there was blurring of 
the left costovertebral angle. The patient’s hospital 
course was unremarkable except for the persistent 
diarrhea, which consisted of soft, watery, light- 
brown stools and was negative for occult blood, 
parasites, and pus cells. 


TABLE 2.—Results of Immunological Studies 
with Patient’s Blood 
Streptokinase- 
Streptokinase- Activated Chloroform- Urokinase- 
Strepto- Human Activated Activated 
dornase Fibrinolysin Bovine Human 
Serum (Varidase) (Actase) Fibrinolysin Fibrinolysin 
Patient's + oe + + 
Rabbit anti- 

globulin* ... + + + 

* Produced by repeated intramuscular injections of human fibrino- 
lysin into rabbit. Precipitin test is carried out as follows: 0.2 ml. of 
serum is slowly added to 0.5 ml. of 1% solution of streptokinase or 
fibrinolysin. A precipitate at the junction of the two solutions indicates 
a positive result. 


On Aug. 7, 1958, the patient had a sudden onset 
of severe pain in the left inguinal area while walk- 
ing to the bathroom at 2 a. m. The pain became 
severe during the day, and examination revealed 
marked tenderness with some swelling in the left 
inguinal area. A clinical diagnosis of an ileofemoral 
thrombosis was made, and the patient was treated 
with 100 mg. of heparin and given 200,000 units 
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of fibrinolysin intravenously over a 15-minute pe- 
riod. The fibrinolysin was dissolved in 200 cc. of 
a 5% solution of dextrose and water. Three hours 
after the injection of fibrinolysin the patient was 
noted to have a severe systemic reaction, character- 
ized by a temperature of 104 F (40 C), pulse rate 
100 per minute, and blood pressure 70/50 mm. Hg. 

The foot of the bed was elevated and blood pres- 
sure maintained at a level of 110/80 mm. Hg 
with intravenous administration of levarterenol 
(Levophed) during the next 10 hours. The levar- 
terenol therapy was discontinued; however, the 
patient's blood pressure again fell to 80/60 mm. Hg, 
and at this time he was noted to have some angio- 
neurotic edema and slight mental confusion. The 
patient was treated with intravenously given corti- 
sone, 100 mg., and levarterenol was withdrawn 
slowly during the next six hours. All tenderness 
disappeared from the patient’s ileofemoral region 
approximately 10 hours after the intravenous in- 
jection of fibrinolysin. The next day all medication 
was discontinued; the patient’s blood pressure was 
maintained at 110/70 mm. Hg. The remainder of 
the patient’s hospital course was essentially unre- 
markable, and he was discharged three days later, 
asymptomatic. 

Results of Special Blood Study.—Coagulation 
studies were performed on the patient’s blood and 
are presented in table 1. There is an appreciable 
change in results of the various tests performed. 
The change in the clotting time was related to the 
heparin administration. The patient’s plasma dem- 
onstrated an increased fibrinolytic activity 20 hours 
after the intravenous injection of fibrinolysin. 

Special immunological studies with the patient's 
blood demonstrated the presence of antibodies 
against both streptokinase and the human fibri- 
nolysin preparation used in the treatment of the 
patient. In addition, the patient's serum gave a 
positive result to bovine fibrinolysin and urokinase- 
activated human fibrinolysin (table 2). 


Comment 


Preliminary reports on the intravenous adminis- 
tration of human fibrinolysin have shown only 
minor toxic reactions after subsequent repeated 
injections.” In contrast, this report illustrates a 
severe reaction which developed in a patient after 
the first intravenous administration of purified 
human fibrinolysin, and to my knowledge this is 
the most severe reaction that has been observed 
with human fibrinolysin. The exact mechanism of 
this reaction is unknown. However, it may be 
postulated that the reaction was due to one or 
more of the following factors: 1. A reaction be- 
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tween the antistreptokinase activity in the patient's 
blood and the residual streptokinase protein moiety 
which remains in this preparation of human fibri- 
nolysin may have occurred. This possibility seems 
likely since a high level of antistreptokinase ac- 
tivity in this patient’s blood could be demonstrated. 
2. The patient may have had a high antifibrinolysin 
titer which caused a reaction. Activity against 
fibrinolysin was likely because in vitro tests of the 
patient’s serum revealed an increased antifibrinoly- 
sin titer against bovine and human fibrinolysin. 
3. A systemic reaction secondary to breakdown 
products of the fibrinolysin-fibrin reaction may have 
occurred, Further studies will be necessary to estab- 
lish the importance of these possible causes, since 
no definite conclusions can be drawn from this 
single case. This report does serve one useful pur- 
pose: it illustrates that a severe systemic reaction 
can occur with rapid infusion of fibrinolysin and 
suggests that this agent should be used with caution 
until further clinical evaluation has demonstrated 
the mechanism of the systemic reaction illustrated 
in this report. 


Summary 


A case of a severe systemic reaction after the 
first intravenous injection of purified human fibri- 
nolysin occurred in a patient with an acute ileo- 
femoral vein thrombosis. Immunological studies 
suggested that both streptokinase and fibrinoly- 
sin antibodies were responsible for the reaction 
observed. 


4701 N. Meridian Ave. (40). 


The bovine fibrinolysin used in this study was supplied 
through Dr. E. C. Loomis, Parke, Davis & Company, Detroit. 
The human fibrinolysin used in this study was supplied 
through Drs. R. V. Chappie and H. O. Singher, Ortho 
Research Foundation, Raritan, N. J. 
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GLOVE POWDER GRANULOMA IN PERITONEAL CAVITY 
William H. Hyden, M.D. 


J.A.M.A., June 27, 1959 


James T. McClellan, M.D., Lexington, Ky. 


Starch-derivative glove powder, when deposited 
in wounds or on serosal surfaces, even in minute 
quantities, may produce serious local foreign-body 
reaction. Fortunately, clinical evidence of starch 
granuloma is infrequently observed, as indicated 
by the relative sparsity of pertinent reports in the 
literature. When it is encountered, therefore, the 
etiology may be unsuspected, and it may be ex- 
tremely difficult to assess. A case report illustrating 
this point follows. 


Report of a Case 


A 39-year-old man underwent laparotomy for 
persistent duodenal ulceration on Oct. 4, 1957. 
Convalescence was uncomplicated until Nov. 18, 
1957, when he reported that he had had right lower 
quadrant abdominal pain and slight rectal bleeding 
for the preceding week. 

Examination of the abdomen revealed only dif- 
fuse tenderness across the lower part. Proctologic 
examination to 15 cm. disclosed a posterior midline 
fissure, increased granularity and friability of the 
rectal mucosa, and edema and fixation at the recto- 
sigmoid junction. On the basis of these findings, a 
diagnosis of extracolonic inflammatory disease was 
considered and hospital admission for the purpose 
of further study was arranged. 

The patient came for admission several hours 
earlier than arranged and had findings strongly 
suggestive of acute appendicitis. Operation was 
promptly carried out, and when the peritoneal 
cavity was entered approximately a liter of free 
fluid was encountered. The terminal ileum, cecum, 
and ascending colon were studded with a myriad 
of tiny vesicular lesions, 2 to 3 mm. in diameter, 
each containing a minute white center. Many of 
these lesions had apparently broken down to pro- 
duce shaliow serosal ulcers (fig. 1), much like the 
common aphthous ulcer occurring on buccal sur- 
faces. The cecum was rather markedly indurated, 
as were the fat appendages of the colon and the 
tail of the omentum, while the pelvic peritoneum 
was the site of milder inflammation. It was felt 
that these findings explained the proctologic picture. 

Histological examination of fat tags revealed mild 
inflammation and fat necrosis. Believing that we 
were dealing with some unusual type of granuloma- 
tous enteritis and being uncertain of the fitness of the 
transverse colonic mucosa for primary anastomosis, 
we considered further intervention to be unwise. 

On Dec. 2, 1957, x-rays of the colon were re- 
ported as showing gross deformity and filling defect 
of the cecum and a diagnosis of carcinoma of the 


From the departments of surgery (Dr. Hyden) and pathology (Dr. 
McClellan ), St. Joseph Hospital. 


Six weeks after a laparotomy for duo- 
denal ulcers a patient returned to the hos- 
pital with findings strongly suggesting acute 
appendicitis. When the peritoneal cavity was 
reopened, approximately a liter of fluid was 
found, and the terminal ileum, cecum, and 
ascending colon were studded with innumer- 
able vesicular lesions, 2 to 3 mm. in diam- 
eter, each containing a minute white center. 
The condition had an appearance of a gran- 
ulomatous enteritis not amenable to surgery, 
and correction was not attempted. Persistent 
symptoms and radiologic abnormalities ne- 
cessitated reoperation two weeks later, when 
resection of the terminal ileum, cecum, and 
ascending colon, with ileocolostomy, was 
carried out. Microscopic examination of the 
tissues indicated that the small lesions were 
starch granulomas. It appeared likely that a 
minute quantity of glove powder from the 
first operation had sufficed to cause this 
severe reaction leading to serious diagnostic 
problems and a long period of disability. 


cecum was suggested by the radiologist. The 
mucosal pattern of the transverse colon appeared 
to be normal. On Dec. 4, a resection of the terminal 
ileum, cecum, and ascending colon, with primary 
ileotransverse colon anastomosis, was carried out. 

Histological study of the specimen revealed 
foreign-body reaction with granulomas, the giant 
cells of which contained refractile particles (fig. 2). 
No malignant disease was present. Chemical analy- 
sis of the tissue was reported as negative for silicon 
and starch, but additional microscopic examination 
revealed that the particles displayed the staining 
characteristics of starch and, when viewed with 
polarized light, exhibited the Maltese cross (fig. 3). 

Because of persistent abdominal discomfort, this 
patient was unable to return to his regular work 
for a full year. 

Comment 


Since 1947, when Lee and Lehman’ reported 
their experimentation with substitutes for talc as a 
glove lubricant, talc has been almost completely 
displaced by starch-derivative powders. While the 
hazards associated with the use of tale have been 
well known, it appears that the irritant properties 
of starch have been overlooked by most surgeons. 
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In 1952, Graham and Jenkins’ discussed the 
relative merits of talc and starch as glove lubricants 
and indicated that, although vastly superior to talc 
in biological properties, starch powder is by no 
means harmless. Also in 1952, Lee and associates * 
made a comprehensive study of the biological 
properties of starch-derivative glove powders and 
pointed out some of the factors which may influence 
the morbidity resulting from implantation of these 
agents. Wise * described unfavorable reactions of 
the brain and spinal cord to starch powder, and 
Sneierson and Woo” described complications of 
implantation of starch in surgical wounds in two 
cases. McAdams reported three cases of starch 
powder granuloma occurring after operation and 
stated that starch granules are identified daily on 


Fig. 1.—Serosal ulceration with increased vascularity 


dense collection of inflammatory cells in base of ulcer 
(100 x). 


surgical specimens sent to the pathology laboratory. 

Undoubtedly, deposition of starch powder on 
wound surfaces and viscera occurs much more fre- 
quently than suspected. It has been clearly shown 
that this material is absorbed in the tissues in most 
cases, but it does produce local foreign-body re- 
action as long as it remains unabsorbed.* 

In our case, a minute quantity of starch was 
sufficient to produce a severe reaction leading to 
serious diagnostic problems and a long period of 
disability. In retrospect it is seen that if the correct 
diagnosis had been made at the time of the second 
operation subsequent operative procedures could 
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Fig. 2.—Foreign body giant cell containing starch granule 
stained with Feulgen’s stain (440 x). 


a 


ule. 
viewed with polarized light; Maltese cross is characteristic 
of starch (950 x). 
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have been avoided. This could have been ac- 
complished by examination of multiple biopsy 
specimens with polarized light, had we been aware 
of the fact that starch may produce such lesions. 
In the future, any questionable reaction observed 
during reexploration will be investigated in that 
manner. 

Starch granules may be seen as refractile particles 
in giant cells. They may be identified positively by 
their reaction to iodine and the appearance in the 
granule of the characteristic Maltese cross when 
viewed with polarized light. 

Scrupulous preoperative lavage of gloves and 
other latex articles should be mandatory. Basins 
and water used for this purpose should be dis- 
carded promptly in order to avoid transfer of starch 
powder to the wound. Glove changes with the 
attendant dust cloud should be effected at a safe 
distance from the operating table to avoid fall-out 
in the wound. 
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Summary and Conclusions 


A case of starch granuloma presented serious diag- 
nostic problems and produced long-term disability. 


108 E. Maxwell St. (Dr. Hyden). 
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CLINICAL NOTES 


No emergency demands more immediate surgical 
intervention for the preservation of the life of a 
patient than that which attends cardiac arrest in 
the operating room. If more than a few minutes 
lapse between the time of cessation of the heartbeat 
and restimulation of the heart by massage and elec- 
tricity, one of three things will inevitably result: 
1. The patient will die on the operating table. 2. 
The heartbeat may be restored, even after the maxi- 
mum length of time for obtaining a satisfactory 
end-result, but the patient will die within a few 
hours or a day or two at the most. 3. The most 
tragic end-result is (o be found when the heartbeat 
has been restored after too long a delay and the 
patient survives indefinitely without any intelli- 
gence. 

For a patient to live weeks, months, or even years 
with the brain cells thus severely damaged by pro- 
longed anoxia is more dreadful to contemplate 
than death itself. Every surgeon should be alert to 
the possibility of facing this critical situation when- 
ever an anesthetic is being given and an operation 
is being performed on his patient. 

The patient was a 17-year-old male. The opera- 
tion was supervised by a senior attending ortho- 
pedic surgeon who was not surgically prepared to 


From the Department of Orthopaedic Surgery, Northwestern Uni- 
versity Medical School, and Chicago Wesley Memorial Hospital. 


THE MANAGEMENT OF CARDIAC ARREST 
Philip H. Davis, M.D., Edward L. Compere, M.D. 


John J. Bergan, M.D., Chicago 


assist in the operation. The end-result in this case 
was not one of tragedy, but the tenseness of the few 
moments during which the life of the patient was 
dependent on the alertness and quick performance 
of the team of young resident surgeons constituted 
a lesson which had a real impact on the resident 
staff and on some of the attending surgeons who 
were aware of what had happened. 

Those skeptics who blithely decide that “it can’t 
happen to me” should recognize that cardiac arrest 
can happen to the patient of any surgeon during 
any operation. Action, in the event of a cardiac 
arrest, should be anticipated and should be planned 
before one starts any operation and before one en- 
ters the operating room. 

Treatment of a patient with a severe or progres- 
sive scoliosis, which is uncompensated, requires 
maximal correction with a Risser turnbuckle or 
localizer cast. After maximal correction of the de- 
formity has been obtained, it has been customary 
in many orthopedic clinics to perform the surgical 
fusion of the spine through a window in the back 
of the cast which is left on to maintain correction 
during and after the operation. In addition to pre- 
senting the procedures which were utilized to save 
the life of the patient in the case presented here, 
we wish to express condemnation of the practice of 
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operating on patients who are in a body cast, unless 
the cast has been bivalved prior to start of the 
anesthesia. Report of 

A 17-year-old male entered Chicago Wesley 
Memorial Hospital after examination in the ortho- 
pedic clinic of Northwestern University Medical 
School and after consultations at the weekly clinical 
conference of the orthopedic department of the 
hospital. Idiopathic scoliosis of the spine was 
marked. The deformity was severe, and there was 
no compensatory or secondary curve to balance the 
primary curve. The patient complained of pain in 
the lower thoracic vertebrae. 

For two months Risser localizer casts were used 
to obtain as much correction as possible. A 60- 
degree primary curve was reduced to one of 30 
degrees. When it was thought that a maximal cor- 
rection had been obtained, the first of a two-stage 
spine fusion was scheduled. Segments T-5 through 
T-9 were fused without any complications. This 
first-stage fusion was done after complete re- 
moval of the cast. Two weeks after the first-stage 
operation, another cast was applied, extending 
from the groin to and including the shoulders. One 
week later, on April 18, 1957, the second stage of 
the spinal fusion was scheduled and this was 
planned to be carried out through a window in 
the cast. 

All operations at Chicago Wesley Memorial Hos- 
pital in which the patient is placed in the prone 
position on the operating table are carried out with 
use of endotracheal anesthesia. Intubation of this 
patient was uneventful. There was, however, some 
immediate difficulty in obtaining a good respiratory 
exchange. Not until the patient was breathing 
freely and easily through the intubation tube was 
he turned onto his abdomen. 

Immediately after the skin incision was made it 
was noted that the blood was abnormally dark. This 
was brought to the attention of the anesthesiologist. 
The respiratory exchange became more labored 
and less satisfactory. Approximately five minutes 
later the skin incision was closed. The anesthetist 
reported that the pulse was feeble, the blood pres- 
sure had dropped, and the unsatisfactory condition 
of the patient was continuing in spite of the ad- 
ministration of vasopressin. 

At 9:47 a. m., 45 minutes after anesthetization 
was started, the pulse could not be felt and no 
blood pressure recording could be obtained. The 
patient was immediately turned over and the body 
cast was cut in the midline and turned back. With 
the cast still in place, but spread widely to expose 
the anterior portion of the thorax and abdomen, 
the thorax was opened in the fifth interspace on the 
left side; cardiac massage was started at 9:48 a. m., 
one minute after the anesthetist had reported no 
pulse and no demonstrable blood pressure. The 
resident surgeon (P.H.D.) noted immediately 
that the heart was in ventricular fibrillation. The 
pericardial sac was opened and the heart delivered 
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through the defect. A slow drip of 1% solution of 
lidocaine (Xylocaine) hydrochloride was started 
over the myocardium. The defibrillator was then 
used three times before a regular rhythm was 
established at 10:17 a. m. The patient was digi- 
talized during this procedure, and adequate ex- 
change of oxygen was maintained. 

The thoracic cavity was left open in order to 
observe the heart action during the time in which 
the cast was removed from beneath the patient and 
the skin surgically prepared and draped. One mil- 
lion cubic centimeters of penicillin was instilled 
into the pericardial sac and into the wound about 
the pericardium. Two rubber thoracotomy tubes 
were inserted, and the incision was closed. 

By 11:30 a. m., the patient had regained con- 
sciousness and was answering questions. His sub- 
sequent recovery was uneventful. The thoracotomy 
tubes were removed in 48 hours and the sutures 
in 10 days. There was no wound infection in spite 
of the dirt and plaster dust which was present on 
the skin in the area of the incision at the time that 
the chest was opened. 

This patient was discharged 18 days after opera- 
tion and has been seen at regular intervals since that 
time. He has noted no change in his ability to think 
and remembers events immediately before and after 
the operation. Six months after the operation, he had 
returned to school and was making good grades. 

The foresight of the orthopedic and of the surgi- 
cal resident in having immediately available on an 
adjoining table a motor-driven cast saw, and the 
fact that the cast was relatively thin, made it pos- 
sible to remove the cast from over the chest within 
a matter of seconds. As a result of this experience, 
the practice of operating through any window in a 
cast has been discouraged at Chicago Wesley 
Memorial Hospital. Patients who have been treated 
by localizer casts may be operated on lying in the 
anterior half of the cast. About two weeks after the 
operation, a new cast, with use of the localizer 
technique to obtain additional correction, if pos- 
sible, should be applied. 

This patient had no difficulty in breathing prior 
to going to the operating room, and the inadequate 
air exchange that followed the introduction of an 
intratracheal tube was completely cleared up, so 
that there was a good respiratory exchange for some 
minutes before the patient was turned over to prone 
position to prepare the back for the operation. 
There was nothing in the preoperative history 
which might have caused anyone to suspect that 
there might be a near tragedy such as has been 
described. The experience gained from this case has 
alerted all of the house staff and most of the attend- 
ing surgical staff of the hospital so that they will be 
prepared for immediate intervention in the event 
that another episode of cardiac arrest does occur 
at some time in the future, as it is most certain to 
do in any operating room wher* a large number of 
operations are being carried out week after week. 
720 N. Michigan Ave. (11) (Dr. Compere). 


| 
3 
| 
ate 
A 
4 
> 
| 
|| 
x 4 


108/1052 


In 1934 Fglling described phenylpyruvic oligo- 
phrenia and the characteristic color reaction of the 
urine with ferric chloride.’ Since then the disease 
has been related to a hereditary deficiency of the 
enzyme which converts phenylalanine to tyrosine, 
and lately it has been shown that the earlier in life 
a diet low in phenylalanine is instituted, the better 
the chances for ameliorating the convulsive, be- 
havioral, and intellectual disturbances of this dis- 
order.” Hence the ferric chloride test, already 
widely used in the diagnostic evaluation of mental 
deficiency, has assumed practical importance. Re- 
cently the usefulness of a simple and reliable paper 
strip method (Phenistix reagent strips) of detecting 
phenylketonuria has been reported.* 

The present note deals with the use of an im- 
proved form of Phenistix. The test material consists 
of a stiff strip of cellulose impregnated with ferric 
and magnesium ions and cyclohexylsulfamic acid. 
The ferric ions react with phenylpyruvate to give a 
gray to blue color proportionate to the amount of 
phenylpyruvate present; the magnesium ions mini- 
mize interference by urinary phosphates, while 
optimal color reaction is facilitated by the cyclo- 
hexylsulfamic acid buffer. The strip is dipped into 
the urine sample or saturated by pressing against a 
wet sheet or diaper. The test sample should be as 
fresh as possible. Color reaction occurs within a few 
seconds. A final reading is made at 30 seconds and 
the color compared with the scale provided with 
the Phenistix.* 

Urine samples from 35 patients with known 
phenylketonuria institutionalized at the Fernald, 
Myles Standish, and Wrentham state schools of 
Massachusetts and the Massachusetts General Hos- 
pital were tested by both the paper strip method 
and, after acidification, with 10% ferric chloride 
solution. Also tested by both methods were cotton 
balls wet with 5 drops of the urine sample. In each 
instance the paper strip method gave a reaction at 
least as intense as that given by ferric chloride. 
Furthermore, the paper strips held their color 
longer, whereas the mildly positive solution color 
faded rapidly at warm room temperatures. To in- 
sure the reaction when testing the cotton balls, the 
paper strips had to be pressed against them and be 
allowed to soak up the urine. Ten urine specimens, 
retested after standing in the refrigerator at 40 F 
for three weeks, reacted as previously with Pheni- 
stix, but gave weaker reactions with the solution.” 

In one child being treated with a low phenyl- 
alanine diet, the parents were able to follow the 
regression of phenylketonuria by the use of the 
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paper strips, while serum phenylalanine levels were 
obtained periodically. Phenistix still gave a faintly 
positive reaction at a time when the serum phenyl- 
alanine level was only 3.5 mg. % (about twice nor- 
mal), whereas the ferric chloride solution test on 
the same urine sample was negative. 


Other Uses for Test 


Ferric chloride solution added by drops to boiled 
urine of patients who have ingested large amounts 
of salicylates results in a characteristic purple color 
reaction. The urine samples of children receiving 
therapeutic amounts of acetylsalicylic acid for rheu- 
matic fever or rheumatoid arthritis, or admitted for 
salicylism, were tested with the paper strips as well 
as the ferric chloride solution. Purple reactions were 
observed in all. 

Similarly, Fellman ° and Pollack’ have reported 
that urine samples of patients receiving pheno- 
thiazine derivatives give a purple reaction with fer- 
ric chloride solution. In testing the urine samples of 
12 patients from the Lemuel Shattuck Hospital, Bos- 
ton, who were receiving treatment with various 
tranquilizers, those of 5 receiving prochlorperazine 
(Compazine) and 5 receiving chlorpromazine (Thora- 
zine) gave a light to deep purple reaction with 
Phenistix as well as with ferric chloride solution; the 
tests of urine samples of 2 patients receiving mepro- 
bamate gave negative results by both methods. 

The depth of the color reaction by both methods 
with salicylate and phenothiazine metabolites re- 
flects the amounts of the respective drugs excreted 
by the patients. While the purple reaction to sali- 
cylate metabolites has more of a bluish hue com- 
pared to the more reddish one with the phenothia- 
zine derivatives, the colors obtained were always 
clearly distinguishable from the gray to blue re- 
action of Phenistix or green-blue of ferric chloride 
solution with phenylpyruvic acid. 


Conclusions 


Phenistix appears to have a dual usefulness to 
physicians. It provides a convenient method for the 
repeated testing of urine samples of all infants in 
the first few months of life to detect those with 
phenylketonuria and for following those being 
treated with a diet low in phenylalanine, and also 
it offers a simple means for screening patients sus- 
pected of intoxication due to salicylates or pheno- 
thiazine derivatives. 


Fruit Street (14). 


The reagent strips used in this study were supplied as 
Phenistix by Ames Company, Inc., Elkhart, Ind. 
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Urine specimens from patients with phenylketonuria and 
from those receiving tranquilizers were made available 
through Drs. C. V. Pryles, R. Cooke, K. V. Quinn, and T. C. 
Hall from the Fernald, Myles Standish, and Wrentham 
state schools of Massachusetts and the Lemuel Shattuck 
Hospital respectively. 
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Successful resuscitation of patients who develop 
cardiac arrest in the operating room has become al- 
most commonplace in current medical practice. 
Many hospitals train their operating room personnel 
in the necessary emergency principles and tech- 
niques of treating this complication. Theoretically 
it is possible to resuscitate patients who develop 
cardiac arrest outside the operating room if the 
proper conditions prevail. Since the cerebral cortex 
can withstand only three to four minutes of anoxia 
before irreversible damage occurs, the primary con- 
dition for successful treatment must be that person- 
nel and equipment should be at hand at the time 
of the emergency. 

The Newark (N. J.) Beth Israel Hospital cardiac 
arrest team has been organized to assure that im- 
mediate therapy can be instituted anywhere within 
the hospital. This has been accomplished by train- 
ing programs, the establishment of a house staff 
resuscitation team, and the judicious placement of 
emergency equipment.’ Partly as a result of this 
program, a successful outcome was achieved in the 
following case of cardiac arrest that occurred in a 
hospital ward. 

Report of a Case 


A 53-year-old man was admitted for the first time 
to the Newark Beth Israel Hospital on April 26, 
1958, complaining of severe upper abdominal pain 
of one day’s duration. The pain was associated with 
a mild fever, moderate constipation for two days, 


From the Newark Beth Israel Hospital. Dr. Evers is now at the 
Albert Einstein Medical Center, Philadelphia. 


CARDIAC ARREST OCCURRING OUTSIDE THE OPERATING ROOM 


DEMONSTRATION OF EFFECTIVENESS OF A TRAINED RESUSCITATION TEAM 
Joshua Seidman, M.D., Victor Parsonnet, M.D., William Evers, M.D., Irving Applebaum, M.D. 


Meyer J. Kern, M.D., Newark, N. J. 


and urinary frequency. There were no other signifi- 
cant complaints. There was a history of treatment 
two and five years prior to admission for “stomach 
ulcer.” Further details were unavailable. 

Pertinent physical findings were limited to the 
abdomen where there was generalized spasticity 
and tenderness of the right upper abdomen. His 
blood pressure was 130/80 mm. Hg; pulse rate was 
90 per minute; heart sounds were normal, with 
aortic second sound g greater than pulmonic second 
sound, with no thrills or murmurs. 

Laboratory data, including a complete blood cell 
count, fasting blood sugar level, and blood urea 
nitrogen level, were within normal limits. X-ray 
studies of the gallbladder and kidneys revealed no 
abnormality. An upper gastrointestinal series dem- 
onstrated a pyloric ulcer. 

Clinical Course.—Shortly after admission the pa- 
tient became asymptomatic. On May 9, 1958, an 
exploratory laparotomy was performed. Premedica- 
tion was attained with 100 mg. of meperidine hydro- 
chloride and 0.4 mg. of atropine sulfate. Anesthesia 
was induced with thiopental sodium and succinyl- 
choline chloride, both given intravenously, and ni- 
trous oxide-oxygen given endotracheally. A 75% 
subtotal gastrectomy was performed for a penetrat- 
ing prepyloric ulcer. An anterior isoperistaltic 
Hofmeister gastroenterostomy was performed. The 
appendix was removed. At the close of the unevent- 
ful operation the patient was in good condition, with 
a blood pressure of 130/80 mm. Hg and a pulse rate 
of 96 per minute. 
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Shortly after return of the patient to his ward bed, 
the nurse noted that he was cyanotic and pulseless. 
She immediately paged the anesthetist and the in- 
tern and, while waiting for their arrival, brought 
the emergency cardiac instruments to the bedside. 
Both the anesthesiologist, Dr. William Evers, and 
the intern, Dr. Michael Levy, arrived at the scene 
within a minute. On confirming the diagnosis of 
death, Dr. Evers opened the chest through the left 
fifth intercostal space with the scalpel that the nurse 
had ready for him. There was no bleeding from 
the incision. The heart was found to be dilated and 
at standstill. 

The intern gave mouth-to-mouth respiration. 
After several manual compressions, a regular 
rhythm resumed and brisk bleeding from the inter- 
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140/90 mm. Hg and his pulse rate remained at 130. 
After removal of the endotracheal tube, the patient 
was fully conscious and talking; his general condi- 
tion appeared satisfactory. Oxygen therapy was 
continued by intranasal catheter. A unit of salt-free 
albumin was given intravenously. An electrocardio- 
gram showed a regular sinus tachycardia with no 
evidence of myocardial damage. After three hours 
the patient was returned to his room in relatively 
good condition. 

As far as his abdominal surgery was concerned, 
the patient made an uneventful recovery. However, 
his postoperative course was complicated by the 
development of empyema on the left side and acute 
pericarditis due to hemolytic Staphylococcus aureus. 
He remained acutely ill with this complication for 


Author Room Where 
First Treat- 
ment Given 
Reagen, L. B., and others: Surgery 39:482, 1056............ Hospital 
Beck, C. 8., and others: J, A. M. A. 1956........... Emergency 
Mozen, H. E., and others: J. A. M. A. (62:111, 1956....... Hospital 
Celio, A.: J. Internat. Coll. Surgeons 25:299, 1956........ Hospital 
Brown, C. D., and others: J, A. M. A. 1632352, 1957......... X-ray dark 
room 
Belshe, J. C.: Personal communication to authors......... Emergency 
Bloomfield, D, K., and Mannick, J. A.: 
New England J. Med. 258:1244, 1958.................0000- Hospital 


Schwartz, A. M., and Lobell, 8. M.: J. A. M, A. 1662488, 1958 Hospital 


Williams, G. R., Jr., and Spencer, F. C.: 


Zoll, P. M., and others: New England J. Med. 254:541, 1956 Hospital 


Original Etiology Known 
Heart Survi- 
Therapy* Statust Complications val 
Endo Oz, M, 8S VF Myoeardialinfaret ... 4 yr. 
M; Endo O2;8,5times VF Myoeardialinfaret ... 2 yr. 
M, m-m O2,8 VF Rheumatie heart ae 5 wk. 
disease 
M: 8, 3 times VF Myoeardialinfaret ... 4mo. 
M, Endo O2, KC! St-VF Wolff-Parkinson- Empyema 22 mo. 
White syndrome 
M, Endo Oz St ? nee 1% yr. 
M,S VF Myocardial infarct Empyema 1mo. 
M,S St-VF Myocardialinfaret Transient 


M, m-m Ov, Endo Oz,8 St-VF 


hemiparesis 3 mo. 


Sulfobromo- 7 mo. 
phthalein reaction 


Endo Oz St Asthma 2mo. 
M St Pneumothorax from Permanent 
ice pick wounds visual defect 2 mo. 
Endo Oz, M St Cardiae tamponade ... lmo. 
from knife wound 
Pacemaker St During ? ? 
pericardiocentesis 
Myocardial infarct ? ? 
Pacemaker St after 200 mg. 
procainamide 
M, m-m Oz, Endo Ov St Postoperative Empyema, 


pericarditis 7 mo. 


*M--transthoracic cardiac massage; S—electric shock; Endo O2—Endotracheal oxygen; m-m Oe—mouth-to-mouth respiration. 


VF-—ventricular fibrillation; standstill. 


costal arteries was noted. While the intern main- 
tained intermittent cardiac compression and the 
anesthetist continued the mouth-to-mouth respira- 
tions, the patient was wheeled on a stretcher 
through the hospital corridors to the operating room. 
An endotracheal tube was passed and the patient 
oxygenated. A blood transfusion was started. The 
bleeding from the intercostal arteries was con- 
trolled, the thoracic incision closed, and a thora- 
cotomy tube placed on constant suction. 

Within five minutes of the cardiac massage, 
spontaneous respirations returned, the blood pres- 
sure was 110/70 mm. Hg, and the pulse rate was 
regular at 120 to 130 per minute. Both pupils were 
equal, constricted, and reacted to light. The patient 
was moving about and indicated with his hand that 
he had pain in his abdominal incision. Nevertheless 
the endotracheal tube was left in place for two 
hours, at which time his blood pressure rose to 


six weeks. During his convalescent period he was 
treated with numerous antibiotics, including chlor- 
amphenicol, novobiocin, sulfamethoxypyridazine, 
ristocetin, penicillin, streptomycin, and sodium sul- 
fathiazine. Chlorpactin W C S-90 (stabilized, buf- 
fered, organic hypochlorous acid derivative ) irriga- 
tions were also used. 

His postoperative course was further complicated 
by a prerenal azotemia, hypoproteinemia, and a 
toxic psychosis. At the height of his illness he de- 
veloped auricular fibrillation and congestive heart 
failure that responded to digitalization. Improve- 
ment was gradual, but he was ready for discharge 
on July 19, 1958. A discharge reevaluation of his 
condition was as follows: He was afebrile, with 
normal pulse, blood pressure, and respirations. The 
heart sounds were of good quality; no murmurs 
were heard. The rhythm was regular sinus. The 
blood pressure was 125/70 mm. Hg. An electro- 
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cardiogram revealed inverted T waves in standard 
leads 1, 2, 3, and V2 through Vs. These changes 
were interpreted as residuals of the suppurative 
pericarditis. The chest x-ray revealed a residual 
patch of fibrosis at the base of the left lung. Clini- 
cally there was no impairment of pulmonary func- 
tion. Blood chemistry tests were performed and 
were all within normal limits except for a total 
protein value which revealed a reversal of the albu- 
min-globulin ratio (albumin 3.5, globulin 4.3 Gm. 
per 100 cc.). Six months postoperatively the patient 
was Clinically well. 
Comment 


Through the heroic efforts of the anesthetist and 
the intern, this patient is now well. However, were 
it not for the fact that the proper equipment was at 
hand, the outcome might not have been so for- 
tunate. Each nurses’ station is equipped with a 
sterile scalpel hung in an accessible spot and labeled 
appropriately. We believe that this is the only 
instrument necessary to initiate therapy. An emer- 
gency call on the hospital loudspeaker system sum- 
mons the members of the cardiac arrest team, who 
bring additional material. Essentially, this consists 
of appropriate surgical instruments and drapes, 
laryngoscopes and endotracheal tubes, various 
drugs, a cardiac pacemaker, and an electrocardio- 
graph.’ 

In table 1 are listed successful cases of treatment 
of cardiac arrest occurring outside the operating 
room as reported by others. These clearly indi- 
cate that such resuscitative measures have some 
practical importance. We believe that it is pertinent 
to report all such experiences so that some criteria 
can be established to determine proper circum- 
stances for undertaking emergency resuscitative 
measures. Delineation of policy is also important 
from a medical-legal standpoint. At present it is not 
clear whether a physician would be held liable for 
assault and battery (or, perhaps, manslaughter) if 
therapy failed, or for malpractice if therapy was not 
attempted. 

At the Newark Beth Israel Hospital, we have 
established, tentatively, the following set of princi- 
ples necessary for the success of this approach: 
1. A physician must be present or in the immediate 
vicinity at the moment of cardiac arrest. 2. “Cardiac 
arrest” must be the primary diagnosis. 3. At least 
two, but preferably three, physicians must confirm 
the diagnosis of death and agree to the proposed 
therapy. 4. The cardiac arrest team must be sum- 
moned to participate in the emergency care. Treat- 
ment must not be delayed by waiting for the entire 
team to assemble. 5. Treatment must be started 
within three to four minutes. We believe that these 
recommendations provide the treating physicians 

, adequate emotional and legal protection to allow 
them to treat the emergency. In this way, no single 
individual will carry the entire responsibility. 
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It might appear that time would be lost in adher- 
ing to the above principles. However, in actual 
practice, most of the decisions can be reached in 
short order. We have demonstrated repeatedly in 
practice drills that at least eight members of the 
cardiac arrest team will arrive within two minutes of 
the emergency call. Enough time remains, therefore, 
to reach a decision and institute indicated resusci- 
tative measures. 

In the past two years we have demonstrated to 
our satisfaction the efficacy of our program in the 
treatment of cardiac arrest occurring in the operat- 
ing room. As can be seen in table 2, there has been 
a marked decrease in incidence and increase in 
survival rate in these cases. We believe that the use 
of a cardiac monitor-alarm on every anesthetized 
patient has been of great value in achieving these 
results. Constant monitoring of the heartbeat per- 
mits the observer to correct arrhythmias and insures 
instantaneous treatment in the event of cardiac 
arrest. 


TaBLE 2.—Cardiac Arrest in Operating Room 


Survival, Survival, 


Yr. Cases, No. No % 

18 4 2 

9 2 22 

8 Bt 37 

2 67 


* Probably does not include all cases (registry started 1955). 

t Universal use of cardiac monitor instituted in October, 1957. Two of 
three survivors had monitors on. 

{ Monitor used in all cases. 


The case presented in this report illustrates that 
the entire inhospital program is profitable in de- 
creasing the death rate from cardiac arrest occurring 
outside the operating room. We believe that con- 
certed efforts to treat these cases will be fruitful. 


Summary 


Successful resuscitation can be attributed to the 
prompt and decisive action taken by the physicians 
first to arrive at the bedside and to the training and 
preparation of a hospital resuscitation team. The 
hospital training program for the treatment and 
prevention of cardiac arrest and the use of a cardiac 
monitor-alarm on every anesthetized patient have 
resulted in substantial decrease in incidence and in 
an increase in survival in cases of cardiac arrest 
occurring in the operating room. The extension of 
this program to include cases of cardiac arrest oc- 
curring elsewhere in the hospital should prevent 
more cases of sudden death. 


202 Clinton Ave. (5) (Dr. Parsonnet ). 
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COUNCIL ON DRUGS 


Report to the Council 


The Council has authorized publication of the following report. Nonproprietary terminology 
is used for all drugs that are mentioned; when such terminology is not considered to be gen- 
erally well known, its initial appearance is supplemented by parenthetic insertion of names 


known to be applied to commercial preparations. 


Any discussion of therapy in rheumatic fever 
must, of course, be concerned with the extremely 
important aspect of prevention as well as with 
treatment of the attack which has already begun. 
The measures of importance in prevention can be 
stated with confidence in the light of progress made 
over the past 30 years. Unfortunately, however, one 
can write with far less certainty about the treatment 
of the established attack. In this presentation, both 
prevention and treatment will be considered and 
the evidence for and against the important unset- 
tled issues will be briefly discussed. In addition, 
some aspects of the treatment of patients with in- 
active rheumatic heart disease will be included. 


Prevention 


The evidence that rheumatic fever does not occur 
without a preceding infection due to a group A 
hemolytic streptococcus is now so well established 
that it is necessary to mention only a few of the 
more important recent stucies in a discussion such 
as this, Indeed, as long as 20 years ago, almost ev- 
eryone studying the disease had accepted the con- 
vincing evidence provided by the antistreptolysin-O 
determination, which had been repeatedly shown 
by Coburn and others to be high in some 85% 
of patients with rheumatic fever, irrespective of 
whether there had been a clinically apparent pre- 
ceding hemolytic streptococcic infection. Neverthe- 
less, there still were a few investigators who 
believed that some, at least, of the remaining 15% 
of cases might have other causes. Then, in 1954, 
Stollerman and co-workers showed that, if one 
used tests for not merely one but three hemolytic 
streptococcic antibodies, positive evidences of a 
recent infection by these micro-organisms could be 
demonstrated in approximately 99% of cases. Thus, 
the evidence is now overwhelming that a prior 
hemolytic streptococcic infection is an essential to 
all attacks of rheumatic fever. 


From the Department of Medicine and the Rheumatic Diseases 
Study Group, New York University College of Medicine and the Third 
Medical Division, Bellevue Hospital Center. 


CURRENT STATUS OF THERAPY IN RHEUMATIC FEVER 


Currier McEwen, M.D., New York 


H. D. Kautz, M.D., Secretary. 


The important practical application of these basic 
studies has been the demonstration that, by pre- 
vention of hemolytic streptococcic infections or by 
prompt, intensive treatment of an existing infection, 
rheumatic fever can, in turn, be prevented. Pre- 
vention thus can be considered under two headings, 
continuous prophylaxis against the start of a hemo- 
lytic streptococcic infection and intensive treatment 
of an infection which has begun. 

Continuous Prophylaxis There are a number of 
satisfactory regimens for continuous prophylaxis. 
The ones which will be mentioned here are those 
recommended by the Council on Rheumatic Fever 
and Congenital Heart Disease of the American 
Heart Association, listed in the order of my prefer- 
ence: (1) benzathine penicillin G (Bicillin, Per- 
mapen), one intramuscular injection of 1,200,000 
units every four weeks; (2) sulfadiazine or a prepa- 
ration of multiple sulfonamides in doses of 500 mg. 
(for children weighing under 60 Ib. [27.2 kg.]) or 
1.0 Gm. (for persons weighing 60 Ib. or more) 
daily by mouth in a single dose; or (3) penicillin 
in the form of a buffered soluble salt of penicillin 
G, sodium penicillin O (Cer-O-Cillin sodium), or 
phenoxymethyl penicillin (Pen-Vee, \V-Cillin), 
250,000 units by mouth two times daily. All these 
regimens are effective, but benzathine penicillin G 
given intramuscularly has consistently been found 
to give slightly greater protection than the others. 
This probably is due, at least in part, to the special 
advantage that, since the physician gives the in- 
jection himself, he can be certain that the patient 
is really receiving it. All too frequently when oral 
medication is being taken at home, doses are missed 
sufficiently often to permit a hemolytic streptococcic 
infection to break through. However, in patients 
who object to an injection once each month or in 
the occasional patient in whom local reactions occur 
at the site of injection severe enough to make this 
method inadvisable, either of the other regimens 
will give excellent protection if followed faith- 
fully by the patient. 
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There are two vital questions concerning con- 
tinuous prophylaxis. Who should receive it, and 
how long should it be continued? Absolute answers 
cannot be given to either question at present, but 
the following rules are recommended. Continuous 
prophylaxis should be given to any child (and prob- 
ably also to any patient below the age of 25 years) 
who has ever had an attack of rheumatic fever or 
who has definite heart disease of the rheumatic 
type, even in the absence of a history of any illness 
suggesting rheumatic fever. In adults, it should be 
given after a recent attack of rheumatic fever or if 
rheumatic heart disease (active or inactive) is 
present. It probably is not indicated merely because 
of a history of rheumatic fever in the remote past 
in an adult whose heart is normal. 

The question of length of time prophylaxis should 
be continued is particularly difficult. In the present 
state of knowledge, it probably is best to start con- 
tinuous therapy with the thought that it will be kept 
up throughout the patient's life if heart damage 
already exists, and at least well on into adulthood 
in a child with a history of rheumatic fever but 
with a normal heart. It can be hoped that, before 
many more years have passed, new information 
will be available which will permit a better answer 
to this question. Meanwhile, no rules of thumb can 
be established governing continuous prophylaxis 
which can supplant the judgment of the physician 
responsible for the individual patient. 

Another point of importance in continuous pro- 
phylaxis is the need for higher doses given tempo- 
rarily to provide added protection when procedures 
such as dental extractions and major or minor surg- 
ical operations are being performed which permit 
bacteria to enter the blood stream. Penicillin and 
sulfonamides in doses used for continuous prophy- 
laxis are sufficient to prevent infections by hemo- 
lytic streptococci and other sensitive bacteria. The 
blood levels induced are not high enough, however, 
to control alpha hemolytic streptococci or other 
resistant micro-organisms. Hence, additional pro- 
tection is indicated when there is danger that the 
introduction of bacteria may cause the implantation 
of bacterial endocarditis on heart valves already 
damaged by rheumatic valvulitis. The following 
regimen is recommended: On the day of operation, 
600,000 units of an aqueous soluble penicillin G 
salt plus 600,000 units of procaine penicillin G 
(Crysticillin, Depo-Penicillin, Diurnal Penicillin, 
Lentopen, Procaine Penicillin G) are given by in- 
jection shortly before the operative procedure. For 
two days after, 500,000 units of penicillin are ad- 
ministered orally four times a day. For patients who 
cannot be given penicillin, erythromycin (Erythro- 
cin, Erythromycin, [lotycin) or the broad-spectrum 
antibiotics can be used. In patients who are to 
undergo surgery of the urinary or lower gastroin- 
testinal tract, oxytetracycline (Terramycin) hydro- 
chloride or chlortetracycline (Aureomycin) hydro- 
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chloride should be administered in full doses 
instead of penicillin. Similar protection should be 
given to patients with congenital heart disease who 
are to undergo any procedure likely to be associated 
with transient bacteremia. 

Finally, it must be emphasized that the discovery 
of the value of continuous prophylaxis places a 
greater responsibility than ever on the physician 
for making a correct diagnosis of rheumatic fever 
and of rheumatic heart disease. Failure to institute 
protection when it is required will often result in 
further rheumatic attacks, with the tragic progres- 
sion of cardiac damage so familiar before the era 
of continuous prophylaxis. On the other hand, it is 
no light matter to start a patient who does not 
need it on a course which calls for continued ad- 
ministration of a drug over a period of many years. 
In this dilemma, strict diagnostic criteria are ad- 
visable, such as the “modified Jones Criteria” ob- 
tainable through the American Heart Association. 
If the diagnosis is in doubt it probably is preferable 
not to start continuous prophylaxis but to warn the 
patient of the possible special hazard to him of 
hemolytic streptococcic infections. Then, at the 
first symptom of sore throat, a culture can be taken, 
and, if the infection proves to be due to hemolytic 
streptococci, intensive penicillin therapy can be 
given as outlined in the following section. 

Penicillin Therapy.—Massell, Rammelkamp, and 
others have shown that intensive antibiotic therapy 
of a hemolytic streptococcic infection of the pharynx 
will prevent the subsequent development of rheu- 
matic fever. The sooner this can be started the 
better, but there is good evidence that it is worth 
while even up to the 10th day after the start of the 
infection. Two points of major importance must be 
stressed. The first is that a bactericidal agent is re- 
quired for the elimination of an existing infection, 
whereas a merely bacteriostatic agent like sulfadia- 
zine is effective in continuous prophylaxis to prevent 
a hemolytic streptococcic infection from starting. 
Hence, the sulfonamides cannot be used for this 
purpose. The second point is equally important, 
namely, that an effective blood level of penicillin 
must be maintained at least 10 days to eliminate all 
viable hemolytic streptococci. Shorter treatment 
may give a transiently negative throat culture, but, 
if the effective blood level is maintained less than 
10 days, the cocci frequently reappear. Unless the 
streptococci are completely eliminated, rheumatic 
fever may occur. 

For intensive therapy of an existing hemolytic 
streptococcic infection, the following regimens are 
recommended: (1) a single intramuscular injection 
of 600,000 to 900,000 units of benzathine penicillin 
G for children and 1,200,000 units for adults; (2) a 
buffered soluble salt of penicillin G, potassium pen- 
icillin O, or phenoxymethy] penicillin, 250,000 units 
by mouth two times daily for 10 days; cr (3) pro- 
caine penicillin G with aluminum monostearate in 
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oil, 300,000 units for children and 600,000 units for 
adults given intramuscularly every third day for 
three doses. 

This form of prevention of rheumatic fever is so 
simple and direct that it is tempting to rely on it 
alone. Unfortunately, however, this cannot be done 
in a patient who has proved to be susceptible to 
rheumatic fever because of the well-known fact 
that, in close to 50% of attacks of rheumatic fever, 
the inciting hemolytic streptococcic throat infec- 
tions are so mild that they may pass unnoticed. 
Hence, intensive therapy of throat infections is of 
value mainly as a “second line of defense” for the 
treatment of infections which may break through 
a carelessly followed regimen of continuous prophy- 
laxis. Obviously, also, therapy is indicated in the 
treatment of any patient, with rheumatic disease or 
not, with a hemolytic streptococcic infection. Peni- 
cillin is used far too often for viral infections of the 
throat, in which it is ineffective. On the other hand, 
it is all too frequently given for too short a time in 
true hemolytic streptococcic infections. There can 
be no doubt that many first attacks of rheumatic 
fever could be prevented if adequate blood levels 
of penicillin were always maintained for a full 10- 
day period in the treatment of streptococcic pharyn- 
gitis. 

Treatment of an Established Attack 


In contrast to the important advances which have 
been made in the prevention of rheumatic fever, 
the current status of treatment of an attack which 
has already begun is confused and unsatisfactory. 
Indeed, there are few, if any, measures today which 
can be claimed with certainty as better than those 
available 50 years ago. In the remainder of this sec- 
tion, consideration will be given to various time- 
honored measures of treatment and to the following 
unsettled questions. Are the corticosteroids (gluco- 
corticoids ) and salicylates of value in the treatment 
of carditis, and, if so, are the former superior to the 
latter? Should both be used together? Does peni- 
cillin have a curative as well as a prophylactic 
effect? 

Time-Honored Measures.-Among the time-hon- 
ored measures of treatment are salicylates, rest, and 
various measures for the treatment of heart failure. 

Salicylates: The great value of salicylates in the 
treatment of the polyarthritis and fever of rheumat- 
ic fever remains unchallenged. Indeed, there prob- 
ably is no therapeutic response in all of medicine 
more striking than that of rheumatic polyarthritis 
to these drugs. On the other hand, in spite of opin- 
ion to the contrary by some European physicians, 
it was almost universally believed in the United 
States and Great Britain up to relatively recently 
that salicylates had little or no effect on rheumatic 
carditis. This belief was based on the frequent ap- 
pearance and progression of severe carditis while 
the patient was taking full therapeutic doses of sal 


COUNCIL ON DRUGS 


J.A.M.A., June 27, 1959 


icylates, and also on the fact that rheumatic nodules 
could appear during salicylate therapy. Since these 

lesions are made up of microscopic granulomas like 

those of the myocardial Aschoff bodies, it was as- 

sumed that the granulomatous type of inflammation 

in the myocardium also progressed in spite of salicy- 

lates. During the past five years this opinion has aed 
been questioned in the United States as discussed 

later. Meanwhile, however, there never has been 

doubt as to the dramatic value of these drugs in ’ 
polyarthritis. For maximal suppression of inflamma- 
tion, a blood salicylate level of 25 to 35 mg. per 100 
cc. of serum should be maintained, but polyarthritis 
and fever usually respond to smaller amounts. A 
dosage of 5 to 8 Gm. given daily in multiple doses 
of 1 Gm. each will suffice for the adult in most in- 
stances. Children require relatively less. Their dose 
may be computed on the basis of 60 mg. per pound 
of body weight daily for one or two days, then 
40 mg. per pound daily for a week or 10 days, fol- 
lowed by 30 mg. per pound daily for as long as 
symptoms persist. 

Digitalis and Diuretics: In the presence of con- 
gestive heart failure, digitalis and diuretics are in- 
dicated as in any other type of heart disease. 
Greater caution must be taken in digitalization than 
in congestive failure due to other causes, however, 
because rheumatic myocarditis appears to make-the 
heart more than normally susceptible to the devel- 
opment of toxic arrhythmias. 

Rest: In the absence of any effective treatment 
for carditis, complete rest in bed has long been the 
measure principally relied on. Up to 15 or 20 years 
ago, very strict rules governing rest were insisted 
on in the United States, as they still are in a few 
centers, namely, that, before rheumatic patients 
are allowed to sit up, they must have a tempera- 
ture, sleeping pulse rate, and laboratory indexes of 
inflammation which are completely normal without 
salicylates for at least 10 days, as well as absence of 
all manifestations of rheumatic fever. During recent 
years, however, more and more American investi- 
gators tend to adopt a far less strict policy regard- 
ing rest. This has come about for three principal 
reasons: 1. There has been a growing realization 
that complete bed rest is more apparent than real, 
especially in children, once the acute phase of dis- 
ease is past. 2. Various studies have suggested that 
allowing the patient to sit up does not do harm 
and may even be helpful. 3. In any event, the psy- 
chological damage caused by insistence on bed 
rest over periods of months probably outweighs any 
questionable physical benefit. In order to obtain 
a sample of current opinion regarding rest, 22 lead- 
ers in the field of rheumatic fever in the United 
States and Canada recently were queried with the 
following results: 6 of them still insist on strict bed 
rest for any patient with rheumatic fever, whether 
or not carditis is evident; 2 have adopted a moder- 
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ately liberalized interpretation of the rules, even 
when carditis is present; and 14 allow the patient 
to start sitting up for short periods and to be taken 
to the bathroom once or twice each day as soon as 
acute pain, congestive heart failure, pericarditis, 
and gross tachycardia have subsided. 

Value of Corticosteroids and Salicylates in Car- 
ditis.—With the advent of cortisone (Cortisone, Cor- 
togen, Cortone ), hope was high that at last an agent 
was available which would suppress rheumatic in- 
flammation not only in the joints but also in the 
heart. However, nine years after the introduction of 
corticosteroid therapy in rheumatic fever it still 
cannot be stated with absolute finality whether 
these agents are of value in carditis or, indeed, 
whether they may not actually be harmful. Despite 
reports of favorable results by many physicians, 
including the author, in preventing serious heart 
damage from rheumatic fever, only one controlled 
study which meets statistical standards has been 
made. This was the “Cooperative Clinical Trial of 
ACTH, Cortisone and Aspirin in the Treatment of 
Acute Rheumatic Fever in Children,” carried out by 
the Rheumatic Fever Working Party of the Medical 
Research Council of Great Britain and the Sub- 
committee of Principal Investigators of the Council 
on Rheumatic Fever and Congenital Heart Disease 
of the American Heart Association. This careful 
study, based on 497 children with acute rheumatic 
fever treated at 12 centers in the United States, 
Great Britain, and Canada, failed to reveal any 
superiority of cortisone or corticotropin (ACTH, 
Acthar, Corticotropin) over aspirin, in terms either 
of the response of the acute disease or of heart dam- 
age after one year of follow-up. 

In that study cortisone was given in total daily 
doses of 300 mg. for the first day, 200 mg. for the 
next four days, 100 mg. for the remainder of the 
first three weeks, 75 mg. for the fourth and fifth 
weeks, and 50 mg. for the sixth week. Because of 
the possibility that the corticosteroid dosage had 
been too low in the “Cooperative Clinical Trial,” 
investigators from several of the participating 
centers joined with others in a similar clinical 
trial in which prednisone (Deltasone, Deltra, 
Meticorten, Paracort) was given in doses three to 
four times the equivalent of the previous thera- 
peutic doses of cortisone for a period twice as long. 
Only children with clinically definite carditis in their 
first attacks of rheumatic fever in whom treatment 
could be started within the first three weeks of 
illness were included in the study. The actual daily 
dosage schedule of prednisone used was 60 mg. 
for the first three weeks, 50 mg. for the fourth 
week, 40 mg. for the fifth week, 30 mg. for the 
sixth week, and then gradual tapering over the 
next six weeks, so that the total amount given 
during the 12-week period was 3 Gm. The results 
in 24 children who received prednisone and 23 
who received aspirin give no support to the view 
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that corticosteroids in large doses over a three- 
month period have any greater effectiveness than 
do salicylates in reducing the incidence of residual 
cardiac damage at the end of one year of follow-up. 
Furthermore, the “rebounds” of transient signs of 
increased disease activity so frequently seen after 
shorter courses of corticosteroids in rheumatic fever 
were also apparent after the longer courses. No 
serious untoward effects were noted. However, in 
view of the lack of evidence of ultimate benefit 
and the acknowledged hazard of such large doses 
of corticosteroid, the group of investigators re- 
cently decided that continuation of the study was 
unjustifiable, and it has been stopped. 

It was mentioned earlier that, after many decades 
of serious doubt in this country as to the value 
of salicylates in rheumatic carditis, there has re- 
cently been a trend toward a more optimistic at- 
titude on the subject. Paradoxically, this has 
stemmed partly from the “Cooperative Clinical Trial 
of ACTH, Cortisone and Aspirin.” When that study 
was designed, the group treated with aspirin was 
included to serve essentially as “untreated” controls 
from the standpoint of carditis. When close obser- 
vation of the large number of patients studied 
showed that those treated with salicylates fared 
essentially the same as those receiving corticoster- 
oids, the report concluded that “there was no evi- 
dence that any of the three agents resulted in uni- 
form termination of the disease and on all 
treatments some patients developed fresh manifes- 
tations during treatment,” and that “at the end of 
one year there was no significant difference between 
the three treatment groups in the status of heart.” 
Nevertheless, in spite of this careful statement, it 
has frequently been assumed that the similarities in 
results in each treatment group meant that each 
treatment was helpful in lessening cardiac damage. 
Obviously, it might be concluded with equal reason 
that none of the treatments was effective. Since no 
completely untreated group was included, the study 
did not answer that question. 

Assessment of the possible benefits that may be 
expected from corticosteroid or salicylate therapy 
in the various manifestations of rheumatic fever can 
perhaps be made clearer through consideration of 
the various phases of the disease process. These may 
be somewhat arbitrarily thought of under six head- 
ings: (1) the underlying mechanism of disease, (2) 
tissue injury, (3) the phase of acute exudative in- 
flammation, (4) the phase of granulomatous in- 
flammation, (5) the formation of scar tissue, and 
(6) the inactive phase of mature scarring. Consid- 
ering these individually, there is no evidence that 
corticosteroids or salicylates affect either the under- 
lying mechanism of disease or the stage of mature 
scarring. On the other hand, there is good evidence 
that both these agents strongly suppress the acute 
exudative inflammatory process. The evidence re- 
garding suppression of tissue damage and of the 
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granulomatous type of inflammation unfortunately 
is uncertain and conflicting. The subcutaneous 
rheumatic nodule can be cited as an example of a 
granulomatous lesion which can be seen and meas- 
ured, yet reports as to the effect of corticosteroids 
on its evolution and disappearance are widely con- 
flicting. A number of authors have reported the 
rapid disappearance of these nodules under the in- 
fluence of cortisone and corticotropin, whereas 
others have noted no effect. In the “Cooperative 
Clinical Trial,” new subcutaneous nodules appeared 
with approximately equal frequency during therapy 
with corticotropin, cortisone, and aspirin. In view 
of the conflicting conclusions regarding such easily 
observable lesions as subcutaneous nodules, it is 
not surprising that divergent results have been re- 
ported regarding the effects of corticosteroids on 
rheumatic carditis. Clearly, however, analysis re- 
veals no unquestionable evidence of striking superi- 
ority of corticosteroids over salicylates, as judged 
by the ultimate development of organic valvular 
lesions. There remains the question of possible bene- 
fit which might be given by the proved capacity of 
corticosteroids to inhibit scar formation. That ex- 
perimental effect in animals has been obtained, 
however, with far larger doses of corticosteroids 
than are used therapeutically. Again it must be 
concluded that the end-results of controlled studies 
do not suggest any greater prevention of valvular 
scarring by cortisone than by salicylates. 

Summarizing this discussion of the possible effects 
of corticosteroids and salicylates on the various 
phases of rheumatic lesions, it would appear prob- 
able that only acute exudative inflammation is strik- 
ingly benefited. Thus, the value of these agents in 
the treatment of various manifestations of rheu- 
matic fever probably depends largely on the severity 
of acute exudative inflammation. In rheumatic 
polyarthritis, in which this is the predominant 
feature and granulomatous lesions and scarring are 
minimal, corticosteroids and salicylates are extreme- 
ly effective. In contrast, the acute exudative phase 
of inflammation probably is transient and of second- 
ary importance in most instances of rheumatic val- 
vulitis and myocarditis. Nevertheless, it is reason- 
able to hope that there may be some benefit in 
most patients with carditis if treatment can be 
started within the first few weeks of illness. In some 
patients with high fever and, especially, with severe 
pericarditis, agents capable of suppressing acute 
inflammation may be of great value. 

Corticosteroids and Salicylates Used Simulta- 
neously.—In view of the similar anti-inflammatory 
effects of corticosteroids and salicylates, many in- 
vestigations have been carried out to test the possi- 
bility that the latter may act through stimulation 
of the pituitary-adrenal axis. From the standpoint of 
the treatment of rheumatic fever, the question is a 
practical one because, if salicylates act by stimulat- 
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ing an increased endogenous output of corticoster- 
oids, there would be little reason to give the two 
together. On the other hand, if these agents act 
through different mechanisms, their simultaneous 
use in the same patient is reasonable. An abundant 
literature has already accumulated on the subject, 
with conflicting results and conclusions which it is 
unnecessary to review here. One may say in sum- 
mary that the evidence does not support the view 
that the antirheumatic effect of salicylates is medi- 
ated through the adrenal cortex. It is, therefore, 
reasonable to use both agents together. 

Intensive Penicillin Therapy.—Before discussing 
intensive penicillin therapy for rheumatic fever, it 
will be helpful to review very briefly the current 
views as to the possible mechanisms by which 
hemolytic streptococcic infections cause rheumatic 
fever. Four theories may be mentioned. According 
to one, the underlying mechanism is that of de- 
layed hypersensitivity to streptococci or their prod- 
ucts. According to the second, the disease results 
from autoantibodies to the patient’s own tissue pro- 
teins which have been altered by streptococcic 
action. A third theory invokes the action, either 
direct or through the mechanism of delayed hyper- 
sensitivity, of a hypothetical specific toxin or en- 
zyme common to “rheumatogenic” hemolytic strep- 
tococci. According to the fourth theory, the acute 
manifestations of rheumatic fever may have one of 
the aforementioned explanations, but the ultimate 
cardiac damage results from the persistence of 
living hemolytic streptococci, either as such or as 
“L” forms, which have invaded the heart muscle 
and _ valves. 

The use of corticosteroids as outlined in the pre- 
ceding sections is based on the hope of suppressing 
sterile inflammatory reactions resulting from such 
mechanisms as those underlying the first three the- 
ories. If, however, the fourth theory is correct, 
corticosteroids might be expected to be harmful 
because of their capacity to enhance the spread of 
infections. Therefore, intensive therapy with peni- 
cillin would be the logical attack. 

Several studies carried out soon after the advent 
of penicillin indicated that, whereas this antibiotic 
was effective in preventing hemolytic streptococcic 
infections (and, hence, rheumatic fever), if taken 
daily throughout the year it did not benefit the 
acute manifestations of rheumatic fever if given 
after that disease had started. For some years the 
influence of these reports retarded any widespread 
use of penicillin in treating rheumatic fever until 
Massell’s and Rammelkamp’s demonstrations, pre- 
viously referred to, that intensive use of a bacteri- 
cidal agent like penicillin early in tonsillitis could 
prevent an ensuing rheumatic attack. After this 
there was gradual acceptance of the view that a 
similar intensive course of penicillin should be given 
early in rheumatic fever, with the aim of eliminating 
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any hemolytic streptococci which the patient might 
still be harboring and which might tend to main- 
tain rheumatic activity. During recent years this 
has become standard practice in the United States 
and in Great Britain. No experimental trial was 
made to test the value of such a regimen, however, 
until the studies reported in 1959 by Mortimer, 
Vaisman, Rammelkamp, and their collaborators. 
These investigators carried the concept a step 
further by giving a more intensive course of peni- 
cillin than that previously used. This procedure was 
designed to eliminate not only streptococci in the 
throat but also any which (according to theory 
number four) might have lodged in the cardiac tis- 
sues where, hypothetically, they might be more 
difficult to eradicate. These investigators have re- 
ported on a preliminary study of 85 patients in 
Santiago, Chile and have considered the results 
to be sufficiently promising to warrant further eval- 
uation. 

The regimen of penicillin used was the following: 
500,000 units of sodium penicillin G intramuscularly 
every four hours for 10 days, followed by procaine 
penicillin G intramuscularly twice daily for 11 days, 
then 1,200,000 units of benzathine penicillin G 
intramuscularly on the 22nd and 43rd days, and 
thereafter at five-week intervals. These patients also 
received aspirin in doses of 75 mg. per kilogram of 
body weight daily for 14 days. No differences were 
noted in 42 patients treated in this way compared 
with 43 patients given the aspirin alone, so far as the 
effect on the acute manifestations of rheumatic 
fever was concerned, Furthermore, subcutaneous 
nodules, pericarditis, and heart failure were at least 
as frequent during therapy in the penicillin-treated 
patients as in those receiving only aspirin. On the 
other hand, one year later the former group showed 
a “statistically significant” lesser amount of organic 
heart disease than did the latter. 

Obviously this study needs confirmation before 
its real significance can be known, for the regimen 
of penicillin employed may offer no advantages 
over those currently in general use. It has been 
pointed out that a basic part of the treatment of 
rheumatic fever in recent years has been prompt 
institution of penicillin in doses large enough to 
eradicate hemolytic streptococci from the throat. 
For this purpose, various treatment schedules have 
been used as outlined in the section on Penicillin 
Therapy. It has been assumed that, if the recom- 
mended doses are maintained for a minimum of 10 
days, all viable hemolytic streptococci are elimi- 
nated in the great majority of patients because throat 
cultures subsequently are negative, and rheumatic 
attacks are prevented. Nevertheless, it may be that 
still more intensive therapy, approaching that used 
in the Santiago studies, is preferable in the case 
of the rheumatic attack which has already begun. 
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Furthermore, if theory number four is correct and 
ultimate cardiac valvular damage in rheumatic 
fever does result from hemolytic streptococci har- 
bored in the cardiac tissues, corticosteroid therapy 
could be expected to enhance their spread. Hence, 
on the grounds that are at present purely theoreti- 
cal, it may be desirable to give penicillin fairly 
intensively throughout the period of corticosteroid 
administration. 

Treatment of Other Manifestations of Rheumatic 
Fever.—In addition to fever, polyarthritis, and car- 
ditis, other less frequent manifestations of rheumatic 
fever include subcutaneous nodules, erythema mar- 
ginatum, chorea, and pleurisy. The doubtful effect 
of corticosteroids and salicylates on subcutaneous 
nodules has already been discussed. It is generally 
agreed that these agents are without effect on 
erythema marginatum. Despite some reports of 
control of chorea minor (Sydenham’s chorea) by 
moderate or massive doses of corticosteroids, most 
investigators believe that they are not effective and 
rely on rest and sedatives. Since inflammation of the 
acute exudative type often is a major component of 
rheumatic pleurisy, it is not surprising that this 
manifestation often appears to be benefited by 
corticosteroids and probably also by salicylates. 

Patients with inactive rheumatic heart disease 
without heart failure, grossly abnormal cardiac 
rhythms, marked cardiac enlargement, or dynami- 
cally severe valvular lesions should not have their 
physical activities limited and should lead essen- 
tially normal lives. They should, however, be main- 
tained on continuous prophylaxis against hemolytic 
streptococcic infections by one of the outlined 
regimens. 

In the event of heart failure or important arrhyth- 
mias, appropriate measures should be instituted as 
is done for those manifestations in any other type of 
heart disease. Moreover, because of the possibility 
that such manifestations may indicate a fresh bout 
of rheumatic activity, evidence of the latter should 
be looked for, and, if found, intensive penicillin 
therapy should be given to eliminate any possible 
hemolytic streptococci which may be present. 


Summary 


Whereas the essential role of group A hemolytic 
streptococcic infections in causing rheumatic fever 
is now definitely established, the exact mechanism 
by which these infections cause the disease is not 
yet known. Advances of the utmost importance 
have been made in the prevention of rheumatic 
fever, including continuous prophylaxis for many 
years, designed to prevent the inciting hemolytic 
streptococcic infections, and intensive, early pexi- 
cillin therapy of any hemolytic streptococcic infec- 
tion which may occur. 

In contrast to prevention, few advances of defi- 
nitely proved value have been made in the treat- 


| 
‘ay 
AR 
i 
4 
‘ 
| 
i 
Alle 
call» 
t 
4 
the 
{ 
4 
i 
Galle 
Balla 
4 
alt 
ale | 
‘ 
3 
ale 
Als 
dk 
5 


118/1062 


ment of the rheumatic attack which has already be- 
gun. Certain conclusions can be drawn, however, 
as follows. 

1. The early hope that corticosteroid therapy could 
control rheumatic carditis and prevent lasting 
cardiac damage has not been borne out, and experi- 
ence indicates that large doses given for long 
periods are hazardous and probably do more harm 
than good. It can be stated with considerable assur- 
ance that corticosteroids do not control the under- 
lying, unknown mechanism of the disease and do 
not prevent the progression of permanent valvular 
damage. They have great capacity to suppress rheu- 
matic polyarthritis and fever, but the same effects 
can be achieved with equal rapidity and greater 
safety by means of salicylates. It is possible that 
corticosteroids may be of value early in carditis 
through suppression of the acute phase of inflamma- 
tion, although it has not been proved that they are 
more effective even for this than are full doses of 
salicylates. 

2. Since group A_ hemolytic — streptococci 
have been proved to incite rheumatic fever, it ap- 
pears logical and important to eliminate early in the 
course of rheumatic fever any hemolytic streptococci 
that may be present, even though throat cultures 
may be negative. It is equally important to prevent 
any new infections by these micro-organisms. 

On the basis of these principles the following 
regimens are suggested for the therapy of rheumatic 
fever. 

1. Prompt and intensive therapy with penicillin 
should be instituted to eliminate any hemolytic 
streptococci which the patient may be carrying. For 
this purpose, any of the regimens outlined in the 
section on Penicillin Therapy probably is sufficient. 
However, in view of the theoretical possibility that 
hemolytic streptococci in the heart may be a factor 
which leads to ultimate valvular damage, and on 
the hypothetical assumption that they may be more 
difficult to eradicate there than in the pharynx, it 
may be preferable to administer larger doses than 
those recommended for the treatment of strepto- 
coccic infections of the throat. It must be empha- 
sized, however, that there are as yet no data to in- 
dicate that, at the outset of the rheumatic attack, 
larger doses of penicillin are superior to those which 
have been recommended for the intensive treatment 
of a hemolytic streptococcic throat infection. It may 
be advantageous also to continue throughout the 
period of corticosteroid administration somewhat 
larger doses than are usually given for continuous 
prophylaxis, but current information does not 
warrant including this as one of the essential recom- 
mendations. For the latter purpose, 1,200,000 units 
of benzathine penicillin G could be given intra- 
muscularly every two weeks rather than every four 
weeks as long as corticosteroids are being admin- 
istered. 
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2. If carditis is not evident, it is suggested that sal- 
icylates be used without corticosteroids, in the 
doses which have been outlined. — 

3. If carditis is present and treatment can be start- 
ed within the first 3 weeks of onset, most investiga- 
tors believe corticosteroids should be given. For 
this purpose, prednisone (or other corticosteroids 
in equivalent amounts) may be given in doses of 
10 mg. four times daily by mouth for 10 days. 
Thereafter the total daily dose may be reduced at 
the rate of 2.5 mg. daily until discontinued. Again, 
on rather empirical grounds, it is suggested that 
aspirin be given with the corticosteroid at the rate 
of 900 mg. five to six times daily for adults and on 
the basis of body weight for children, as described. 
The salicylate should be continued after corticos- 
teroid has been stopped, as long as symptoms, fever, 
and erythrocyte sedimentation and C-reactive pro- 
tein tests (or other tests for acute phase reactants ) 
suggest continuing disease activity. The evidence 
for the value of corticosteroids even early in carditis 
is questionable. If they cannot be begun within the 
first three weeks of onset of the carditis or of a new 
exacerbation, this form of therapy probably is not 
warranted. 

4. Although complete bed rest is necessary dur- 
ing the period of acute symptoms, most American 
investigators believe that, once this stage is past, 
the patient may be allowed to sit up each day, 
whether or not carditis is present. If carditis is not 
present, gradually increased walking can then be 
allowed. In attacks associated with carditis, how- 
ever, walking probably should not be permitted 
until convalescence is well advanced. 

5. Continuous prophylaxis begun during the acute 
illness should then be maintained; one of the regi- 
mens outlined should be followed, with the inten- 
tion of keeping it up indefinitely. 

Patients with inactive rheumatic heart disease 
and without cardiac insufficiency or grossly ab- 
normal rhythms should not have their physical 
activities limited but should be on a regimen of 
continuous prophylaxis. Heart failure and arrhyth- 
mias call for the same measures as in other types 
of heart disease; in addition, it is recommended 
that, at their appearance, the patient be given a 
course of intensive penicillin therapy on the chance 
that they indicate a breakthrough of hemolytic 
streptococci and a new attack of low-grade carditis. 

It must be emphasized that, whereas the regimens 
for prevention of rheumatic fever can be recom- 
mended with assurance, most of those for treatment 
of the rheumatic attack are unproved and are pre- 
sented as reasonable measures in the light of what 
is known and what is not known about rheumatic 
fever today. 


The studies on which this paper is based were supported 
by grants from the United States Public Health Service. 
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Report to the Council 


The Council has authorized publication of the following paper, which was presented as part 
of a symposium-panel discussion held in Washington, D. C., Sept. 25, 1958, on the Use and 
Abuse of Adrenal Steroids. This is the second paper in the series, the first of which appeared in 


Tue Journa on june 20, 1959, page 951. 


H. D. Kautz, M.D., Secretary. 


STEROID THERAPY IN RHEUMATOID DISEASES 


L. Maxwell Lockie, M.D., Buffalo 


Ten years have elapsed since cortisone (Corti- 
sone, Cortogen, Cortone) acetate was first given to 
a patient with rheumatoid arthritis. This occurred 
on Sept. 21, 1948, at the Mayo Clinic under the 
direction of the team composed of Drs. Hench, 
Kendall, Slocumb, and Polley.’ Spearheaded by the 
immediate spectacular changes in the symptomatol- 
ogy of rheumatoid arthritis, there resulted a great 
increase in interest in the field of rheumatic dis- 
eases, with expanded research and improved care 
for the arthritic patients. Also, as a result, there has 
been a search for better understanding of the 
underlying immunological and pathological states 
in these diseases. 

This discussion concerns rheumatoid diseases 
which include gout, acute rheumatic fever, rheu- 
matoid spondylitis, collagen or connective tissue 
diseases, and rheumatoid arthritis. 


Gout and Gouty Arthritis 


Adrenal cortical steroids have been used orally 
in the treatment of acute attacks of gouty arthritis 
since 1949, with varying grades of effectiveness. In 
some patients the results were excellent, but in 
other patients only a mild degree of improvement 
was obtained. Because of lack of uniformity of 
relief of acute gouty arthritis, the adrenal steroids 
have not been used routinely. However, recently in 
our experience, a combination of 0.5 mg. of col- 
chicine with 8 mg. of triamcinolone (Aristocort, 
Kenacort) taken every two hours for four doses has 
been consistently effective. This is repeated the 
following day only if necessary. Complete relief of 
pain and swelling has occurred in all acute attacks. 
No untoward reactions or side-effects to either 
drug have been observed. 

Although corticotropin (ACTH, Acthar, Corti- 
cotropin) is not an adrenal steroid, it stimulates 
their production and should be discussed. It has 
been used with uniformly satisfactory results in the 
treatment of the acute attack of gouty arthritis. A 


Professor and Head, Department of Therapeutics, University of Buf- 
falo Medical School and Attending Physician, Buffalo General Hospital. 


dose of 40 to 60 U. S. P. units intramuscularly two 
or three times a day for several days, or a single 
injection of 100 to 120 U. S. P. units of purified 
corticotropin (ACTH, Purified; Depo-ACTH; Puri- 
fied Corticotropin) gel, or the intravenous use of 
20 to 40 units has been effective. This method is 
used in those who are unable to take medicaments 
by mouth such as the patient after operation as 
well as those who seek treatment when oral therapy 
has been ineffective, as in a particularly difficult 
flare-up involving multiple joints. The drug is given 
intravenously each day over a period of six to eight 
hours, as the half-life of corticotropin is 1 to 17 
minutes. This procedure should be followed by 0.5 
mg. of colchicine twice daily for 10 to 14 days to 
prevent rebound attacks. 


Acute Rheumatic Fever 


The influence of the adrenal cortical steroids in 
rheumatic fever must be evaluated from two stand- 
points. One is the immediate effect on the signs and 
symptoms of the disease during the acute phase 
and the other is the influence on cardiac involve- 
ment when measured two or more years after the 
acute attack. 

Many physicians who treat acute rheumatic fever 
prescribe large amounts to the patient as soon as 
the diagnosis is suspected or confirmed. The earlier 
it is given the greater the possibility it will be effec- 
tive, certainly not later than three weeks after 
onset of the disease. There is usually prompt sup- 
pression of the clinical manifestations, i. e., arthri- 
tis, fever, and tachycardia. The drug should be 
given in generous amounts as long as this suppres- 
sion is necessary. The dosage should be varied, 
depending on the activity of the rheumatic fever, 
and stopped altogether when the clinical manifes- 
tations have subsided. 

The greater benefit has been observed in the 
patient's cardiac status several years after the acute 
episode. If such an attack is treated early and with 
adequate doses, the incidence of rheumatic heart 
disease is lessened. This is very encouraging, as it 
appears to be a milestone in the prevention of car- 
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diac complications such as heart failure in later life. 
Here, again, it is necessary to emphasize the use of 
adrenal steroids early in the attack of acute rheu- 
matic fever in order to derive the greatest benefits. 


Rheumatoid Spondylitis 


There are some patients who require the use of 
adrenal steroids in rheumatoid spondylitis from 
time to time. The general application is similar to 
the use of adrenal steroids in rheumatoid arthritis 
and will be discussed under that heading. 


Osteoarthritis 


Although osteoarthritis is not a rheumatoid dis- 
ease, adrenal steroids, when used intra-articularly, 
may be effective in relieving pain and swelling. An 
injection, into the joint space or into the periarticu- 
lar structures, of hydrocortisone (Cortef, Cortril, 
Hydrocortisone, Hydrocortone) acetate, predniso- 
lone butylacetate (Hydeltra-T. B. A.) or methyl- 
prednisolone (Medrol) often produces prompt as 
well as lasting improvement. Any peripheral joint 
can be injected easily, including the proximal inter- 
phalangeal joints. Although the hip joint responds 
least well of all the joints, a sufficient number are 
benefited to warrant a trial. The patient who has 
one or two painful joints due to osteoarthritis 
should receive two or three intra-articalar steroid 
injections. The time interval is determined by the 
relief of symptoms. In Hollander’s* series of over 


74,000 injections, complications were rare. The oral 
administration of adrenal steroids in osteoarthritis 
is of little or no value. 


Collagen or Connective Tissue Diseases 


Inasmuch as this group of disorders may have 
rheumatoid changes as part of the complete syn- 
drome, it should be included in this report. In 
general, it is assumed that the administration of 
adrenal steroids is suppressive. Some physicians 
‘believe that life may be prolonged by steroids 
when given to patients affected with a mild or 
moderately severe collagen disorder. There is gen- 
eral agreement that, during acute episodes, their 
use is definitely indicated and may be lifesaving. 
During this phase large doses should be given in 
order to control the clinical state of the patient. 
Also, if one steroid does not appear to be effective, 
others should be tried, as there may be a difference 
in response in certain patients. After the acute 
episode the dosage should be reduced to a mini- 
mum or eliminated altogether, if possible. There- 
fore, it is advisable to use adrenal steroids only at 
such times in the treatment of collagen or connec- 
tive tissue diseases as the patient requires them for 
acute symptoms not controlled with other medica- 
tion. 
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Rheumatoid Arthritis 


The suppression of the signs and symptoms of 
rheumatoid arthritis after the administration of 
adrenal cortical steroids startled the medical pro- 
fession. Incentive for research in arthritis, as well 
as in many other fields, followed. Physicians had 
renewed interest in arthritis, which led to improved 
medical care for the patient. As the result of 10 
years’ experience, the adrenal cortical steroids are 
not used routinely in the treatment of rheumatoid 
arthritis but only during certain phases of the dis- 
ease, as listed later. Despite various schedules of 
dosage, the effect of these drugs is temporary. 
Within 48 hours after cessation of therapy, most 
patients revert to the previous arthritic state. There 
is no dose of these steroids low enough to produce 
clinical improvement without the development of 
side-effects in the patient. The usual complication 
is that of clinical hypercortisonism as evidenced by 
adrenal cortical hyperfunction (Cushing’s 
drome), with one or more ot the changes such as 
moon face, buffalo hump, hirsutism, striae, glyco- 
suria, hypertension, and osteoporosis. These may 
occur in various degrees. 

Most physicians are convinced that a basic pro- 
gram of management is the proper plan of therapy 
for the patient with rheumatoid arthritis. This in- 
cludes a period of complete bed rest and physical 
therapy and analgesic medication administered 
with sincere, interested, medical attention. There is 
an increasing return to gold therapy as part of this 
program.” Adrenal steroids are not given routinely 
to the patient with mild or moderate joint involve- 
ment, as the course of the disease is frequently 
controlled with “conservative” treatment. Inasmuch 
as the adrenal steroids are only suppressive, the 
patients under their influence have a false sense of 
security. At that time they are apt to be too active 
physically, thus mechanically aggravating the 
underlying arthritis without warning to the patient. 
In addition, the ulcerogenic tendency (whether it 
refers to a new or reactivated ulcer) complicated 
by hemorrhage or perforation, along with masking 
of infections, purpuric manifestations, and produc- 
tion of adrenal inactivity or atrophy may be serious 
complications when adrenal steroids are given over 
a long period of time. However, there are several 
phases during the course of rheumatoid arthritis 
when adrenal cortical steroids should be used to 
the permanent benefit of the patient. They should 
be given a thorough trial under the following con- 
ditions: 

1. The patient with severe rheumatoid arthritis 
deserves a trial with adrenal steroids. Often great 
relief can be obtained with small amounts. The at- 
tending physician must visit the patient regularly 
to adjust the dose of the steroids, depending on the 
effectiveness of therapy. Often a patient who is in 
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great pain and discomfort may experience marked 
prolonged improvement with minimal amounts. 
Even with small doses of steroids, however, it is 
expected that side-effects will appear sooner or 
later. In this group of patients, most of them will 
do very well as soon as a minimum dosage is estab- 
lished in relation to the side-effects the patient is 
willing to endure in order to obtain relief of symp- 
toms. 

2. Patients who, during the course of the dis- 
ease, have severe constitutional signs of tachycardia, 
anemia, fever, and weight loss will need steroids in 
large amounts. They may save the lives of some 
patients. Often these exacerbations are of short 
term, perhaps several months, after which the 
steroids may be discontinued entirely. A higher 


percentage of those with juvenile rheumatoid ar- | 


thritis will experience this type of exacerbation than 


those with the adult type. It is in these patients, | 


also, that it may be necessary to shift from one 
steroid to another in order to obtain the maximum 
effect. The administration of steroids to these pa- 
tients is mandatory. 

3. During the course of gpld therapy some pa- 
tients develop dermatitis, which does not improve 
on cessation of the gold salt medication nor respond 
to other measures. Such patients will often derive 
great benefit when given an adrenal steroid to con- 
trol the itching and irritation due to the dermatitis. 

4. One of the greatest uses of adrenal steroids is 
in the group in which a program of rehabilitation 
has been planned. This is especially helpful when 
measures are used to attempt to extend completely 
a partially flexed joint, such as the knee, during the 
first time a cast is applied. Usually much time is 
saved, as greater range of motion is possible when 
the patient is receiving steroid medication. This 
should be administered intra-articularly as well as 
orally. The adrenal steroid is started one week 
before, and discontinued within two weeks after, 
application of the cast. Another phase of rehabili- 
tation which is made easier by use of adrenal 
steroids is during the time that the patient is try- 
ing to learn exercises or to use apparatus such as 
the wheel or wands. Also, exercises for non-weight- 
bearing muscle are much easier to teach when the 
patient is receiving steroid therapy. 

5.’ The intra-articular use of steroids is important; 
in many cases, the action appears to be more than 
suppressive, as excellent responses may persist for 
long periods. Range of motion is increased, swelling 
recedes, and pain is lessened. Steroids should be 
administered intra-articularly to the patient when 
one or two joints are more troublesome than the 
others. It is necessary to inject the drug into the 
joint space to obtain the best results. However, 
infiltration of the periarticular structures of the 
phalangeal joints or the elbow joint may also pro- 
duce a favorable response. Reactions are unusual 
with this route of administration, provided strict 
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surgical asepsis is followed. The most satisfactory 
improvement after injection of steroids occurs in 
the joints of fingers, elbows, and knees. The fre- 
quency of injections is governed by return of symp- 
toms; they may be given weekly or at longer inter- 
vals. If there is no improvement after three weekly 
injections, this type of treatment should not be 
continued. Again, it must be emphasized that every 
effort must be made to inject the adrenal steroid 
intra-articularly in order to obtain the most relief. 

Adrenal steroid therapy should not be used rou- 
tinely during the initial treatment of rheumatoid 
arthritis, especially if the disease is mild or moder- 
ate in severity. Conservative measures should be 
used first. Steroid therapy should not be given along 
with gold salt therapy, as it tends to nullify the 
beneficial effects of the gold. 

The physician assumes a great responsibility 
when he initiates the use of adrenal cortical steroids 
in a patient with rheumatoid arthritis. Generally, 
with the exceptions stated previously, the effect of 
these steroids is temporary, having little or no per- 
manent benefit on disease structures in or around 
the affected joints. However, the patient does feel 
so much better for a varying period of time, ex- 
tending for months, that continued use is most 
pleasant for the patient. However, there comes a 
time when the symptoms are not controlled, despite 
increased dosage, and, at that point, the patient 
becomes one of the most difficult problems in rheu- 
matology. After weeks of attempts to discontinue 
administration of steroids, some patients are com- 
fortable with gradual prolonged reduced dosage of 
the steroid to the point where no more is necessary 
and other analgesic medication is substituted. But 
many patients will never stop using steroids, and 
life becomes a more unpleasant problem than ever. 
It is in these patients that the most serious compli- 
cations of adrenal cortical steroid therapy are most 
apt to occur. Therefore, in the patient with mild or 
moderate rheumatoid arthritis, it is highly de- 
sirable to outline a conservative program of man- 
agement, including gold salt therapy, before any 
steroids are given. 

Before concluding this discussion it is appro- 
priate to describe some of the common reactions to 
prolonged administration of adrenal cortical ster- 
oids or corticotropin. 

1. Cushing’s syndrome of clinica! hypercorti- 
sonism may develop, consisting of moon face, buf- 
falo hump, hirsutism, striae, and edema. These 
signs usually disappear after discontinuance of the 
drug. However, glycosuria and hypertension, also 
part of this syndrome, may be permanent. 

2. Negative nitrogen, calcium, or phosphorus 
balance may occur, with subsequent osteoporosis 
which may lead to bony fractures. The concomitant 
use of anabolic hormones, especially in the post- 
menopausal woman, is desirable if prolonged ad- 
ministration of the steroids is necessary. 
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3. Gastrointestinal complications may develop 
into a serious disability. Peptic ulcers may develop 
or become reactivated, with complications such as 
bleeding and perforation. It is necessary to keep 
the contents of the stomach alkaline or at least 
neutral by the administration of antacid with each 
dose of steroid to prevent peptic ulcer formation. 

4. Masking of infections is not uncommon. Fever 
or other complications such as perforation may not 
be detected. There is an interference with normal 
immune processes of the body, and unrecognized 
septic processes may develop rapidly or even result 
in death. The early use of antibiotics is necessary. 
Acute appendicitis, perforation of a peptic ulcer, or 
a diverticulum can occur—only to be recognized 
too late to save the life of the patient. Apparently 
the adrenal cortical steroids interfere with the nor- 
mal mechanism of immunity, causing the unrecog- 
nized septic processes to occur. 

5. Flushing of the face and purpuric spots in the 
skin are more common with the newer steroids. In 
some instances, these areas may be 3 to 4 cm. in 
diameter. The outer layer of the skin may rub off 
easily. 

6. The production of adrenal inactivity or atro- 
phy endangers the patient during periods of extra 
stress which may occur during fatigue, infections, 
or surgical procedures. The patient needs protec- 
tion with the adrenal cortical steroid during stress 
for months after original therapy has been dis- 
continued. In some patients it is necessary to use 
the adrenal cortical steroids parenterally. 

7. There is the possibility of changing host- 
tissue responses so that the patient develops vascu- 
lar angiitis, polyarteritis, or other collagen diseases. 
There is no positive proof at this time, but the 
evidence is strongly suggestive. 
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8. Patients with rheumatoid arthritis must be 
warned that excessive activity is to be avoided; 
otherwise the arthritis may worsen during the pe- 
riod of steroid therapy, as warnings of pain and 
swelling may be concealed for a time. 


Summary 


Ten years’ experience is now available with the 
use of the adrenal steroids in the treatment of the 
rheumatoid diseases. During this period a variety 
of new adrenal steroid compounds have been de- 
veloped, with the hope of making available for 
general use substances devoid of the potential for 
producing certain complications. To date, it has 
not been possible to accomplish this end. It has 
therefore become important to recognize the risks 
incurred with long-term use of the adrenal steroids 
as weighed against theoretical advantages. It would 
appear at the present time that these risks, in gen- 
eral, outweigh any advantages. Therefore, in the 
individual case, careful consideration is essential 
before beginning administration of adrenal ster- 
vids. The clinical situations in the field of rheu- 
matic and collagen vascular diseases in which the 
long-term use of the adrenal steroids appears jus: 
tified are actually few if indications are carefully 
appraised prior to their use. 
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The following descriptions of drugs are based upon available evidence and do not in any 


case imply endorsement by the Council. 


Tuberculosis Vaccine (Tuberculosis Vaccine ).— 
BCG vaccine.—Bacillus Calmette-Guérin vaccine.— 
A freeze-dried preparation of the culture of an 
attenuated strain of bovine tubercle bacillus, Myco- 
bacterium tuberculosis, originally isolated by Cal- 
mette and Guérin. It is standardized in accordance 
with requirements of the National Institutes of 
Health. 

Actions and Uses.—Tuberculosis vaccine, first li- 
censed for general distribution in 1950, is proposed 
for use as an immunizing agent in the prevention 
of tuberculosis. Its use for this purpose is based 
on the ability of the vaccine to induce a positive 
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tuberculin skin test reaction in a high percentage 
of individuals who are initially nonreactive to such 
a test. Conversion of negative tuberculin-tested 
subjects to positive reactors after vaccination is 
generally regarded as presumptive evidence of the 
development of immunity similar to that which 
follows a naturally resisted or healed primary sen- 
sitizing infection. Accordingly, tuberculosis vaccine 
is intended for, and should be used only in, indi- 
viduals initially nonreactive to tuberculin. 
Evaluation of the effectiveness of tuberculosis 
vaccine is hampered by the fact that skin reac- 
tivity to tuberculin does not measure the degree 
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of immunity or amount of resistance to the dis- 
ease. Moreover, there is no suitable quantitative 
method, such as a humoral test for antibodies, by 
which this can be estimated. Studies comparing 
the incidence of tuberculosis between vaccinated 
and nonvaccinated population groups indicate that 
the effectiveness of the vaccine in the prevention 
of the disease ranges from 50 to 80%, depending 
on the degree of exposure to active infection and 
other factors which influence susceptibility to the 
disease. Some authorities attribute variations in 
the results of vaccination to a lack of uniformity 
of the vaccine; others believe that a low degree 
of native resistance is associated with a corre- 
spondingly low response to vaccination. The dura- 
tion of vaccine-converted tuberculin reaction varies 
according to age of the person. In newborn in- 
fants the reaction has. remained positive for six 
to seven years (80%), whereas in medical stu- 
dents and nurses 70% were positive after two to 
three years. Most authorities agree that revaccina- 
tion is advisable whenever tuberculin retesting 
shows that reversion to a negative reaction has 
occurred. 

Indications for the use of tuberculosis vaccine 
are complicated by a lack of agreement concern- 
ing its importance in the over-all epidemiologic 
control of the disease. Some authorities believe 
that all tuberculin nonreactors, young and old, 
should be vaccinated and revaccinated as neces- 
sary, to induce and maintain a tuberculin-positive 
state. Other authorities take the position that the 
vaccine does not produce a high degree of pro- 
tection and its employment is of minor significance 
as compared to control programs designed to im- 
prove the general level of health, including case- 
finding and isolation, and early treatment of open 
cases of the disease. Still others oppose widespread 
use of the vaccine because the artificial conversion 
to tuberculin-positive of large numbers of unex- 
posed nonreactors vitiates the use of the tuber- 
culin skin test as a diagnostic screening tool for 
early detection and treatment of infection; how- 
ever, the claim is made that a differentiation be- 
tween virulent infection or disease and vaccination 
can be established in a high percentage of cases. 
There is a large body of expert opinion which 
favors vaccination only for (1) children and adults 
considered to have inferior resistance and who 
reside in areas where the incidence of tuberculosis 
is high, (2) professional and other individuals 
whose work (as in hospitals) involves a high risk 
of exposure, (3) members of households unavoid- 
ably exposed to infectious cases in the home, and 
(4) inmates and personnel of institutions in which 
tuberculosis is found to be prevalent. Thus, among 
individual nonreactors to tuberculin, physicians 
have a choice either of using the vaccine to reduce 
the risk of clinical disease or of not using the vac- 
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cine and having the tuberculin skin test for early 
diagnosis and as a guide to the need for further 
study and treatment. 

Tuberculosis vaccine as presently standardized 
and distributed in the United States is considered 
to be relatively free from untoward effects. The 
freeze-dried preparation is regarded as relatively 
stable for a period of six months, if kept refriger- 
ated at 4 to 6 C, protected at all times against 
light, and used within two hours after resuspen- 
sion. Local infection at the site of inoculation 
and/or regional lymphadenopathy may occur oc- 
casionally. Such reactions are considered more apt 
to follow the intradermal injection technique than 
the multiple puncture or scarification methods of 
inoculation. The vaccine is contraindicated in per- 
sons who have not been tested and found tuber- 
culin-negative within the preceding two weeks, 
who are acutely ill or suspected of having a re- 
spiratory infection, who have received antibiotic 
medication within the past month, or who have 
an active skin disease. Tuberculin testing also is 
contraindicated in the presence of any acute ill- 
ness, scabies, allergic dermatitis, or psoriasis; it is 
also contraindicated if a smallpox vaccination has 
been given within the previous month. The latter 
is significant because of the danger of cross in- 
fection between the sites of two similar types of 
vaccination. 

Dosage.—Tuberculosis vaccine is usually admin- 
istered by multiple puncture or by intradermal 
injection. Because the vaccine is composed of via- 
ble organisms and contains no preservative, it must 
be handled in a sterile manner. Ethyl alcohol 70% 
(undenatured ) and/or acetone is used for cleans- 
ing of the site of the inoculation and the hands of 
the operator. Needles, syringes, or other equipment 
should be sterilized between each use by auto- 
claving, dry heat, or boiling water. 

The dosage for adults and children is the same 
and is measured in drops of the resuspended vac- 
cine (50 mg. per cubic centimeter) for the mul- 
tiple puncture method of inoculation. The vaccine 
is placed directly on the cleansed skin at the in- 
oculation site, usually over the left deltoid region. 
The required number of drops for each inocula- 
tion depends on the gauge of the needle or other 
opening from which the vaccine is deposited on 
the skin: 22 gauge, 4 drops; 17 gauge, 2 drops; 
syringe without needle, 1 drop. When single-dose 
capillary tubes are used, the resuspended contents 
of one tube are used for each inoculation. The 
multiple puncture method can be carried out by 
means of a specially constructed disk, which makes 
all punctures simultaneously, or with a needle 
used to make three rows of 10 separate punctures, 
2 mm. apart. After inoculation by multiple punc- 
ture the site is allowed to dry without dressing 
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and should not be washed for 24 hours. For intra- 
dermal injection, 0.1 cc. (equivalent to 0.2 mg.) 
of the resuspended and further diluted vaccine is 
injected as superficially as possible with a tuber- 
culin syringe and a 26-gauge needle so as to pro- 
duce a wheal of 8 to 10 mm. 

In screening candidates for vaccination, the 
tuberculin test is usually read after an interval 
of 48 to 72 hours. A tuberculin test read after 
48 hours should be performed eight weeks after 
vaccination and at six months to yearly intervals 
thereafter. Vaccinated persons found to be non- 
reactive should be revaccinated within two weeks 
of a negative tuberculin test. A single dose of 
0.1 mg. (0.1 cc. of a 1:1,000 dilution) of old tuber- 
culin is used for the first eight-weeks test after 
vaccination. Subsequent retesting should be done 
with two test doses as follows: first, 0.1 mg. (0.1 cc. 
of a 1:1,000 dilution) or 0.02 mg. (0.1 ce. of a 
1:5,000 dilution ), and if negative, then 1 mg. (0.1 ce. 
of a 1:100 dilution ). 
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The tuberculin-positive skin reaction usually in- 
duced by vaccination is less pronounced than that 
found in the presence of active disease. Induration 
is less marked, and redness is less intense or ab- 
sent. Accordingly, care must be taken in reading 
the test to palpate the actual site of injection. The 
proper site for testing is the upper third of the 
volar aspect of the forearm, preferably in a small 
hollow, and never over a muscle belly, tendon, or 
vein, so as not to obscure the detection of a posi- 
tive induration. A reaction is considered positive 
when the area of induration equals or exceeds 
6 mm. in any diameter. 

Preparations: powder (freeze-dried ) 50 mg. for resuspen- 
sion to 1 cc. (14 doses by multiple puncture disk and 250 
doses by the intradermal route) and capillary (single dose) 
units, 

The Institution for Tuberculosis Research of the Univer- 
sity of Illinois, the Research Foundation of Chicago, the 
City of Chicago Municipal Tuberculosis Sanitarium, and the 
Cook County Hospital cooperated by furnishing scientific 
data to aid in the evaluation of tuberculosis vaccine. 
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The use of diet as an important part of the thera- 
peutic regimen for the patient with peptic ulcer is 
a deep-rooted practice. In the first century A. D. 
Celsus prescribed a smooth diet, free of acrid foods 
at a time when little was known about disease of 
the stomach, and, as early as the seventh century, 
A. D., practitioners believed in the healing proper- 
ties of milk when taken by patients whose digestive 
symptoms as then described suggested the likely 
possibility of peptic ulcer.’ 

In 1820, Christopher R. Pemberton * observed 
that certain patients had increased pain in their 
abdomen when their stomachs were empty. He did 
not recognize the existence of peptic ulcer. Never- 
theless, he believed that altered stomach secretion 
irritated the nerves of the stomach, thus causing 
pain, and that food and certain alkaline drugs were 
capable of counteracting this altered secretion and 
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thereby relieved the pain. Thus, it seems that Pem- 
berton was among the first to propose the principles 
of the medical treatment of peptic ulcer that are 
adhered to at the present time. 

During the succeeding half century peptic ulcer 
became established as a pathological and clinical 
entity. Jean Cruveilhier,’ in 1856, is generally cred- 
ited with being the first to emphasize the value of 
the so-called milk diet. The liberal and frequent 
feedings for peptic ulcer, that were advocated by 
the early 19th century physicians, were later re- 
placed by a radically different plan of management. 
It was based upon the belief that when ulcer is 
present the stomach needs complete rest and that 
complete rest is attained only when the stomach is 
empty. 

This notion, which stemmed first from Von Ziems- 
sen and later was championed by Leube and 
Ewald, was introduced into the United States by 
Einhorn. In 1904 Herman Lenhartz disagreed. He 
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advocated abandoning the initial starvation period 
of Leube and associates and urged the early feeding 
of patients with peptic ulcer.* However, these prin- 
ciples were not generally accepted by contempo- 
raries of Lenhartz. It remained for Bertram Sippy,” 
in 1915, to establish once and for all the importance 
of continuous control of gastric activity through the 
use of dietary and medicinal methods. 

Many changes in the details of management of 
peptic ulcer patients have occurred since Sippy’s 
day. Although accepted practice throughout the 
world subscribes to dietary restriction of varying 
degrees, accumulating experience has challenged 
the validity of some of these beliefs. Todd ° has 
asked some searching questions concerning the use- 
fulness of diets as they are ordinarily prescribed. 
He states: “There is no proof that the avoidance of 
certain foods thought to be irritating, unless they 
cause immediate distress, is beneficial. There is no 
proven virtue in special diets over and above their 
influence in diminishing the acidity of the stomach.” 
Gill® reported a series of studies of 20 consecutive 
patients with chronic gastric ulcer who were treated 
only with daily injections of 1 cc. of distilled water. 
No restrictions of activity or eating habits were im- 
posed, and no medicines were given. Healing was 
observed to take place in four to eight weeks. Gill 
concluded: “Ulcers are not healed by diet alone, 
nor by injections, nor by medications but because 
the man with the ulcer comes under the care of a 
physician who is able to transmit some of his own 
confidence to the patient.” 

Lawrence * studied 140 patients with duodenal, 
gastric, and anastomotic ulcers. He concluded that 
rigid dietary treatment as it is presently practiced 
does not hasten peptic ulcer healing. Doll, Fried- 
lander, and Pygott ® carefully observed 121 patients 
with gastric or duodenal ulcers on a controlled 
dietary experiment. They stated: “Dieting with 
bland foods does not increase the rate of healing of 
peptic ulcer.” Investigators in the United States 
have demonstrated in large series of patients that 
satisfactory healing in peptic ulcer disease can be 
obtained on a regimen which includes considerable 
liberalization of the diet as conventionally pre- 
scribed." Rae and Allison '' were able to study a 
group of Royal Navy personnel under particularly 
favorable circumstances over a six-year period. They 
pointed out that the natural history of peptic ulcer 
disease is an important factor in determining the 
rate of recurrence of ulcer activity, even under 
virtually ideal conditions for management. 


Physiological Basis for Treatment of Ulcer by Diet 


The fundamental cause of peptic ulcer is not 
clear. In the ulcer patient, it appears that the ability 
of the mucosa of the stomach or duodenum to with- 
stand the digestive action of the acid gastric juice 
diminishes. In the patient with duodenal ulcer, ex- 
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cess production of acid and pepsin seems to be the 
paramount factor, whereas in the gastric ulcer pa- 
tient, though the presence of hydrochloric acid 
and pepsin is essential, decreased tissue resistance 
may be more important. Since hydrochloric acid in 
the gastric juice is generally acknowledged to be 
an essential factor in the genesis, perpetuation, and 
recurrence of peptic ulcer, accepted therapeutic 
regimens, both surgical and medical, now have as 
one of their chief aims the reduction of hydro- 
chloric acid. It is further believed that the pain ex- 
perienced by the patient with an active ulcer of the 
duodenum or the stomach is related to the presence 
of umneutralized hydrochloric acid together with 
hypermotility of the duodenal or gastric walls. Thus, 
relief of this pain serves as a useful practical meas- 
urement of the effectiveness of a medical regimen 
that is aimed at reduction of gastric acid. 

One of the accepted medical measures for effec- 
tively reducing gastric acid is the prescription of a 
dietary regimen. Conventionally, this diet is com- 
posed of those foods that, in so far as is possible, 
either inhibit the gastric secretory function or neu- 
tralize the acid gastric juice. Milk, cream, and prod- 
ucts that include these substances have become 
prominent in most dietary prescriptions. These 
foods have a high acid-buffering capacity, and the 
fat in cream inhibits gastric secretion through the 
enterogastrone mechanism. It is also common prac- 
tice (though its validity is being questioned ) to ex- 
clude from the diet those foods that theoretically 
may be chemically, mechanically, or thermally irri- 
tating to the mucosa of the stomach or duodenum. 
This would include such foods as condiments, raw 
fruits or vegetables with seeds or high-residue con- 
tent, and substances that are either very hot or very 
cold. 

Some caution is also urged, especially in the early 
phases of treatment of an active ulcer, in regard to 
type and quantity of meat and meat extractives pre- 
scribed, since these are believed to enhance gastric 
secretion by their effect on the antral mucosa 
through the gastrin mechanism. Restraint in quan- 
tity of food taken at one time is suggested, since 
overdistention of the stomach is thought to further 
stimulate acid secretion and gastroduodenal! hyper- 
motility. frequent feedings taken at regular inter- 
vals are employed so as to minimize acid during as 
many of the waking hours as possible. 

The diet in peptic ulcer must be nutritionally 
adequate. This tenet is axiomatic. Whatever diet is 
chosen for the management of peptic ulcer, that diet 
should be, first of all, adequate in its nutritional 
qualities. If for any reason a diet deficient in the 
essential substances such as vitamins and minerals 
must be utilized for a time, the patient should be 
given supplementary substances to make up for the 
deficit. The importance of adequate nutritional ele- 
ments for the reparative processes in acute or 
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chronic ulcer without complications is very real. In 
seriously ill patients and especially in those with 
complications requiring either preparations for sur- 
gery or postoperative care, this need becomes 
urgent. An ulcer diet, as generally accepted and 
prescribed in the United States for the past two 
decades, provides a nutritionally adequate daily 
intake of simple, easily digested foods such as dairy 
products, selected tender meats, vegetables, and 
fruits, to be eaten in reduced quantities at frequent 
and regular intervals throughout the waking hours. 


Psychological Factors Favoring 
Ingestion and Digestion 

Present-day physicians are increasingly urging 
that the range of prescribed foods be broadened so 
as to provide for attractiveness, easy availability, 
and more normal living for the ulcer patient. The 
circumstances under which the food is eaten should 
be conducive to physical and emotional relaxation. 
It is probable that psychological factors favoring 
the ingestion and digestion of food approach, in im- 
portance, the actual choice of the foods. That this 
may be true is strongly indicated by observations of 
Wolf and Wolff.’* The fistulous stomach of their sub- 
ject retained part of a normal breakfast five to six 
hours when eaten under favorable and pleasant con- 
ditions. When the same breakfast was eaten under 
circumstances productive of anxiety and tension, the 
stomach was empty after four or five hours, and it 
exhibited engorgement of the blood vessels of the 
mucosa, increased acid production, and active motil- 
ity. 

Selection of Diet 

A few generalizations will serve to illustrate the 
use of diets in the management of peptic ulcers, 
with varying degrees of activity. 

Acute Ulcer.—For the active, acute duodenal or 
gastric ulcer, hourly feedings during the waking 
hours may be employed. Feedings consisting of 
three to four ounces of a mixture of two-thirds milk 
and one-third cream usually allay pain promptly. 
Such a mixture is deficient in proteins, vitamin C, 
niacin, thiamine, and iron. It should, therefore, not 
be used long without suitable supplementation of 
those nutrients in which it is deficient. In practice, 
as soon as pain is relieved, usually in several days, 
additional foods are added which make the diet no 
longer deficient in any nutrient. It may be desirable, 
especially if night pain has been a problem, to 
awaken the patient once or twice during the night 
for additional feedings. 

Very infrequently, pain may not entirely disap- 
pear even after three or four days on this feeding 
program. Under such circumstances, continuous in- 
tragastric drip of the same milk and cream mixture 
for a few days may be more effective. The substitu- 
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tion of small feedings of soft foods for some of the 
milk and cream feedings may be used to help break 
the monotony. When pain disappears, the intervals 
between feedings are gradually lengthened, and an 
increase in the volume of food and a liberalization 
in the choice of foods are allowed. After a week or 
two, the patient will be established on a schedule 
of six feedings daily. Most of the foods commonly 
eaten in the American diet are gradually added to 
feedings of the basic milk and cream mixture. Ob- 
viously, the intelligent patient will avoid those 
foods that he knows from experience cause him to 
have indigestion, heartburn, pain, or other digestive 
symptoms. Coffee and alcohol are prohibited. Thor- 
ough mastication of all foods is in order. 

Should perforation or obstruction occur, food and 
water by mouth, as well as orally given medica- 
ments, should be withheld until other appropriate 
measures have been effected, such as surgery or gas- 
tric decompression by suction. 

When either occult or gross bleeding occurs with 
acute ulcer, this program need be altered little, if 
any, except to withhold feedings temporarily when 
the hemorrhage is sufficiently brisk to produce 
nausea and vomiting. When nausea and vomiting 
are not associated with hemorrhage of peptic ulcer, 
feedings judiciously given are helpful. This fact has 
been clearly established by Meulengracht.'* 

Quiescent Ulcer and Long-term Prophylaxis.— 
By the time the ulcer has become thoroughly 
asymptomatic, the individual should have estab- 
lished a satisfactory eating pattern, with regard to 
timing, quality, and quantity of food ingested. He 
should be encouraged to follow this pattern faith- 
fully for an indefinite period. The physician should 
recognize that rigid, elaborate dietary programs 
have definite limitations when used for the purpose 
of minimizing recurrence and complications of ulcer 
activity. Furthermore, even the most determined pa- 
tient will tire of and cease to follow a program that 
is too austere. It is wise to temper enthusiasm for 
dietary measures with a proper regard for what may 
be achieved thereby and for the ability of the pa- 
tient to cooperate. 

Miller '** has amply demonstrated that the tradi- 
tional, ultraconservative prohibitions are of no im- 
portance for long-term prophylaxis. If the patient 
will eat temperately, regularly, and frequently un- 
der tranquil emotional and physical circumstances, 
he will attain most of the benefit that can be gained 
through dietary measures in the control of his ulcer. 
The judicious choice of a wide range of foods and 
the establishment of regular eating habits have 
psychological as well as physiological advantages. 
Insistence upon picayune selections and uncompro- 
mising prohibitions have no place in dietary man- 
agement of peptic ulcer. In this connection a careful 
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analysis of the patient’s own previous experience 
with specific food tolerances is in order and ex- 
tremely helpful in planning the diet. Obviously, 
food intolerances either unrelated to or related to 
peptic ulcer are to be vigorously avoided. 


Factors Supporting a Liberal Ulcer Diet 


In the past, certain foods were customarily ex- 
cluded from ulcer diets because they were believed 
to irritate the gastric mucosa. Onions, garlic, tur- 
nips, parsnips, radishes, mustard, pickles, and all 
varieties of condiments are examples of these foods. 
Wolf '* fed various foods, including those that were 
highly seasoned, to his fistulous subject whose stom- 
ach and duodenum were normal and to a second 
subject having a gastric fistula and an active duo- 
denal ulcer. No evidence of irritation of the gastric 
mucosa appeared in either subject. Several chemi- 
cals, including strong condiments, were applied 
directly through the fistulas to the gastric mucosa 
of these two subjects and at the same time to the 
skin of their forearms. The local reactions in the 
gastric mucosa of these subjects were less impres- 
sive than the cutaneous reactions. 

These “indigestible” ingredients of the diet prob- 
ably are indigestible without relation to the pres- 
ence or absence of ulcer because of specific food 
intolerances and their influence on motor and secre- 
tory function in a given individual. Thus, whether 
or not a food will be tolerated well by a patient 
with peptic ulcer in order to be included in the 
diet is best determined by trial. “Roughage” is an- 
other time-honored prohibition in the diet for the 
patient with peptic ulcer. It is highly improbable 
that “coarse” or “rough” foods, such as fruit skins, 
lettuce, cabbage, kale, nuts, celery, and endive when 
subjected to proper mastication or mixture with 
saliva, could ever actually traumatize a peptic ulcer. 
The emphasis, therefore, should be placed upon the 
proper preparation of food for gastric digestion. 
Ordinarily this is done satisfactorily in the mouth by 
mastication and mixture with saliva. Only when the 
teeth are poor or absent is artificial grinding or 
pureeing necessary. 

Wolf ** states, “As far as diet is concerned, it is 
evidently important to provide feedings that are 
frequent enough so that the stomach will not remain 
empty and it is also important that these feedings 
contain milk and cream which do as well at neutral- 
izing and inhibiting gastric function as can be done. 
The most pertinent steps in the management of pa- 
tients with peptic ulcer are concerned with a con- 
sideration of the person in the patient, including 
attempts to help him deal more constructively with 
problems and challenges in his day-to-day life. Cer- 
tainly, before prescribing limitations to the diets of 
persons with peptic ulcer, we need better evidence 
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that ordinary foods are either stimulating or irri- 
tating to the stomach.” These observations by Wolf 
have given experimental support to proposals to 
liberalize the diet prescribed in the treatment of the 
peptic ulcer. 


Summary 


It appears that much of the rigid ritualism of the 
conventional dietary regimen is unnecessary for the 
satisfactory management of peptic ulcer. However, 
the discipline imposed by the requirements or reg- 
ularity and moderation in eating is, in itself, of con- 
siderable value. This is especially true if such habits 
help to bring more peaceful organization to the dis- 
organized and emotionally distraught person. A tem- 
perate and common sense approach to the diet pre- 
scriptions should provide for the essential nutri- 
tional and acid-reducing features, without making 
the diet an end unto itself or the patient a dietary 
cripple. With such an approach the physician can 
select for the patient with peptic ulcer those fea- 
tures of a conventional regimen that are useful. At 
the same time he can maintain healthy skepticism 
and avoid undesirable results of dietary nihilism. 
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PRESIDENT EISENHOWER’S ATLANTIC 
CITY ADDRESS 


OR the first time in the 112 years of its 
k existence, the American Medical Associa- 
tion was honored at the Annual Meeting 
in June by the participation of the Presi- 
dent of the United States in its program. Mr. Eisen- 
hower came to Atlantic City by plane Tuesday 
afternoon. He attended a small reception given by 
officials of the Association, then went to the Audi- 
torium, where the inaugural ceremony of the Asso- 
ciation was held. The President was present on the 
stage throughout the inauguration ceremony, fol- 
lowing which he addressed an audience of more 
than 5,000 people within the Ballroom and, by 
loud-speaker, hundreds of others who gathered 
about on the Boardwalk. The President's address 
was heard also on television and on the radio. 
President Eisenhower stated that the medical 
profession is steadily promoting better health 
among our people, whether it involves healing the 
sick, guarding the public against quackery, evalu- 
ating drugs, or helping to maintain high hospital 
standards. He reviewed the outstanding advances 
in the control and treatment of various diseases and 
noted the important part taken in them by the 
nursing profession and the hospitals. These ad- 
vances, he said, are an inevitable reflection of 
American life. Better food, better sanitation, higher 
housing standards, better water supplies, and vastly 
extended education are factors that underscore the 
intimate link between an expanding economy and 
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high standards of medical and health care. How- 
ever, as our bodies must be vigorous, so must our 
economy. The President likened the relationship 
between a balanced diet and a balanced budget. 
Habitual violation of the requirements of a bal- 
anced diet can lead to ruined health, and to delib- 
erately unbalance the federal budget in time of 
huge indebtedness and rapidly increasing pros- 
perity can bring about an enfeebled economy. The 
choice is ours, he said, and we must act with clear 
mind and resolution in either case. The medical 
profession, which has a vital interest in preventing 
inflation, certainly wants to provide its services for 
a fee within range of what people can reasonably 
pay. The President said that, if the time ever comes 
when large numbers of our citizens turn primarily 
to the government for assistance in what ought to 
remain a private arrangement between doctor and 
patient, then we shall all have suffered a great 
loss. 

But progress in medical science brings forth in 
itself new problems. The President then referred to 
the increasing number of our people 65 years of 
age or over who live largely on fixed retirement 
income represented in pensions, insurance policies, 
and savings. Inflation to this large group takes 
bread out of their mouths, clothes off their backs, 
and limits their access to medical care. The Presi- 
dent was gratified to learn that the American 
Medical Association has embarked on an all inclu- 
sive program to re-orient our thinking about the 
place of older citizens in modern society and to 
help them meet their health care needs. 

As civilization expands, many other challenges to 
medicine and to society arise. We are constantly 
called on, the President pointed out, for new assess- 
ment of our environment, imagination, and effort to 
force and prevent or to recognize and conquer 
these changes, among which are the problem of the 
neuroses, the rising curve of highway deaths and 
injuries, and new health hazards in the form of 
occupational diseases. Progress must lead also to 
the mastery not only of the newer threats to health 
but of such age-old scourges as cancer and dis- 
eases of the heart and mind and of the central 
nervous system. 

In closing, President Eisenhower said that peace 
and ennoblement of the human spirit are the com- 
mon aims of free societies and that we shall one 
day establish a world community of peace-loving 
nations. In bringing about this happy result, he 
said, no one can or will do more than the doctors 
of medicine. 
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SECOND WORLD CONFERENCE ON 
MEDICAL EDUCATION 


The Second World Conference on Medical Edu- 
cation, which will convene in Chicago this year 
during the week of August 30-September 4, prom- 
ises to be an interesting and valuable experience 
for those who attend and participate. Its general 
theme, “Medicine—A Lifelong Study,” will deal 
with the challenges confronted in various parts of 
the world by education beyond completion of 
medical school studies. The four areas on which 
the conference will focus attention will include (1) 
basic clinical training for all physicians, (2) ad- 
vanced education for general and specialty prac- 
tice, (3) the development of teachers and investi- 
gators, and (4) continuing medical education. 

Physicians and other medical educators from 
many nations throughout the world will be ex- 
changing data on organization of curricula and 
methods of instruction. To facilitate this intercom- 
munication, all of the conference sessions will be 
conducted with simultaneous translations of ad- 
dresses and discussions into English, French, and 
Spanish, since all participants will be fluent in one 
or more of these three languages. 

In addition te being of interest to those directly 
concerned with education in medical schools and 
associated teaching hospitals, this Second World 
Conference on Medical Education should hold spe- 
cial interest for hospital administrators, directors 
of education in hospitals, members of specialty 
boards, and state licensing boards. The conference 
should make it possible for such persons to discuss 
matters of mutual interest and concern. It will 
afford opportunities for better understanding of 
medical education abroad on the part of those who 
will be working with graduates of foreign medical 
schools who seek advanced training in the United 
States. 

A résumé of the program of the Second World 
Conference on Medical Education appears on pages 
1077-1078 of this issue of THE JourNAL. In view of 
the broad interest which this conference will have, 
it is suggested that those who desire to attend ar- 
range for their reservations (Conference Head- 
quarters, Palmer House, Chicago) as early as pos- 
sible. Programs and additional information may be 
obtained by communicating with Dr. Louis H. 
Bauer, Secretary-General, World Medical Associa- 
tion, 10 Columbus Circle, New York City. 
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MEDICAL MUSEUMS CAN BE HELPFUL 
TO PHYSICIANS 


The busy physician is being reminded today 
more and more to remember that he is a teacher as 
well as a healer so far as his patients are concerned. 
It is no longer sufficient to advise a patient that he 
has a certain disease. Time must be spent with 
every patient to provide anatomic and pathological 
orientation. This has its rewards, as physicians dis- 
cover from time to time that patients seek other 
advice “because the doctor didn’t explain what was 
wrong.” There are valuable educational sources 
available about which many physicians may be 
unaware. Reference is made to the fairly numerous 
health museums, the modern, refined versions of 
earlier “chambers of horror” by which lay visitors 
were frightened and often misinformed. 

Vastly improved techniques of presentation, with 
extensive use of mechanized models, have con- 
tributed to better health understanding on the part 
of the public. Such exhibits serve to clarify the 
problems of normal physiological functions of the 
human body and thus to help laymen under- 
stand what abnormality is involved when dis- 
ease strikes. 

In a discussion of the genesis and development 
of health museums,’ Gebhard, a pioneer in this 
field, notes that the oldest medical museum in the 
United States was founded at Charles-Town, S. C., 
by two physicians. Currently, medical societies 
have displayed commendable activity in initiating 
and supporting new medical museums. 

Physicians will do well to encourage the educa- 
tional support provided by health museums. They 
provide education at the important level of normal 
body functions, and so make the task of explaining 
abnormalities easier. 


1. Gebhard, B.: Changing Ideology of Health Museums and Health 
Fairs Since 1850, Bull. Hist. Med. 33: 160-167 (March-April) 1959. 
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ORGANIZATION SECTION 


HIGHLIGHTS OF ATLANTIC CITY MEETING 


The following is a summary of highlights of the 
108th Annual Meeting of the American Medical 
Association, with special emphasis on actions of the 
House of Delegates. Future issues of THE JOURNAL 
will carry an abstract of the proceedings which 
eventually will be presented fully in pamphlet form. 


After several transitional years of socioeconomic 
awareness leading to fuller recognition of responsi- 
bility, the typical American physician is now ac- 
cepting a broad role in helping to lead his fellow 
citizens toward total personal well-being—but he 
is determined to do this in a manner emphasizing 
the soundest principles of medical philosophy. 

Such a portrayal of today’s doctor was indicated 
June 8-11 when his representative A. M. A. House 
of Delegates took decisive policy actions for positive 
relationships with medical care plans and with the 
osteopathic profession, reaffirmed its opposition to 
compulsory Social Security coverage of | self- 
employed physicians, and enunciated broad goals 
for preparing the family physician of tomorrow. 

The 208 delegates considered a total of 37 resolu- 
tions. Scientific sessions and exhibits in the giant con- 
vention hall and nearby hotels attracted 32,882 per- 
sons, including 13,143 physicians and 19,739 guests, 
exhibitors, medical students, nurses, and technicians. 

By a vote of 122 to 81, the House at its final ses- 
sion chose Dr. E. Vincent Askey of Los Angeles as 
President-elect over Dr. George F. Lull of Chicago, 
former General Manager of the A. M. A. and now 
president of the American Medical Education 
Foundation. The California surgeon, who will be- 
come A. M. A. President next June in Miami Beach, 


_relinquished his role of Speaker to Dr. Norman 


Welch of Boston. Dr. Milford O. Rouse of Dallas 
was elected Vice-Speaker. The new Vice-President 
is Dr. John Stanley Kenney of New York City. Two 
members of the Board of Trustees were re-elected: 
Dr. R. B. Robins of Camden, Ark., and Dr. Hugh 
Hussey Jr. of Washington, D. C. Elected to a five- 
year term on the board for the first time was Dr. 
Percy E. Hopkins of Chicago. He replaces Dr. W. 
Linwood Ball of Richmond, Va., who was appointed 
after the death of Dr. Warren Furey of Chicago. 
Later, the trustees re-elected Drs. Leonard Larson 
and Julian Price as Chairman and Vice-Chairman, 
respectively, of the board. 

Atlantic City’s famed beach lured many physicians 
and their guests, as almost perfect weather blessed 
the visitors. Hotel swimming pools were also well 
populated, and the sweep of the boardwalk lined 
with shops and amusements provided continual en- 
tertainment. 

Social highlight of the A. M. A. session was the 
inaugural ceremony and ball when Dr. Louis M. 


Orr of Orlando, Fla., succeeded Dr. Gunnar Gun- 
dersen of La Crosse, Wis., as President of the Asso- 
ciation. The guest of honor at this ceremony was 
Dwight D. Eisenhower, the first United States 
President ever to address an A. M. A. Annual or 
Clinical Meeting. He called on American physicians 
to protect the private arrangement between doctor 
and patient, and told the overflow audience of more 
than 5,000, “If the time ever comes when large 
numbers of our citizens turn primarily to the gov- 
ernment for assistance in what ought to remain a 
private arrangement between doctor and _ patient, 
then we shall all have suffered a great loss.” Presi- 
dent Eisenhower also complimented the profession 
on its “all-inclusive program to reorient our think- 
ing about the place of elder citizens in modern 
society and to help them meet their health care 
needs.” 

In his inaugural speech Dr. Orr urged his col- 
leagues to help maintain the freedom which has 
inspired medical progress through the years. He 
said, “You must defend the unfettered, inquiring 
mind, for medical progress depends upon the relent- 
less quest for truth by minds that are free.” 

The new A. M. A. President's first official act was 
to award the Distinguished Service Award for 1959 
to Dr. Michael De Bakey, who was chosen by the 
House of Delegates from a field of three candidates 
including Dr. Jonas Salk of Pittsburgh and Dr. 
Shields Warren of Boston. Dr. De Bakey, of Hous- 
ton, is best known as a research surgeon. He is noted 
for his contributions to cardiovascular surgery and 
the use of arterial grafts, including plastic sub- 
stitutes for diseased portions. 


Medical Care Plans 


The much debated part 1 of the Commission on 
Medical Care Plans report was received by the 
House “for information only,” but the Delegates 
adopted 36 of the 38 recommendations which ac- 
companied it, as a climax of three and one-half 
years of study. The House at the same time accepted 
a special reference committee’s rewording of three 
other recommendations relating to miscellaneous 
and unclassified plans. 

The House accepted two of the Commission’s 
recommendations regarding free choice of physician 
and altered a third, after noting that such choice 
is already facing restriction. This was the first time 
that the House has adopted statements attempting 
to define free choice. One portion of the reference 
committee report as adopted by the House stated: 
“In any discussion of ee choice, consideration 
must be accorded to the limitation listed by the 
Commission and to the qualifying limitations cited 
by the constituent medical associations. These fac- 
tors represent limitations of free choice which pa- 
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tients have accepted voluntarily or which have been 
imposed upon them and which have been condoned 
by the medical profession. These restrictions on free 
choice of physician are conditions existing today 
here and now, notwithstanding any policy implied 
or expressed by the American Medical Association.” 

The free choice recommendations accepted were: 

— Free choice of physician’ is an important factor 
in the provision of good medical care. In order that 
the principle of ‘free choice of physician’ be main- 
tained and fully implemented the medical profes- 
sion should discharge more vigorously its self- 
imposed responsibility for assuring the competency 
of physicians’ services and their provision at a cost 
which people can afford. 

—Those who receive medical care benefits as a 
result of collective bargaining should have the 
widest possible choice from among medical care 
plans for the provision of such care. 

The House noted that “many who testified at the 
reference committee hearings pointed out that if 
the medical profession had in the past discharged 
its responsibilities for assuring the competency of 
physicians, it would have prevented many of the 
problems existing today.” Delegates did not adopt 
the Commission’s third recommendation on free 
choice, but instead substituted the following: 

“The American Medical Association believes that 
free choice of physician is the right of every indi- 
vidual and one which he should feel free to exercise 
as he chooses. Each individual should be accorded 
the privilege to select and change his physician 
at will or to select his preferred system of medical 
care, and the American Medical Association vigor- 
ously supports the right of the individual to choose 
between these alternatives.” 

The House adopted a series of recommendations 
on what medicine’s relationships should be at all 
levels to closed-panel plans. Two other recommen- 
dations on this subject were changed to read: 

—In an effort to decrease, or at least to prevent 
an increase in, the over-all cost of health care, study 
should be given to the removal of the requirement 
of hospital admission as the only condition under 
which payment of certain benefits will be made. 

—Medical care plans should be encouraged to 
increase their efforts to provide health education and 
information concerning the coverage of their sub- 
scribers. 

The House requested that the A. M. A. Division 
of Socioeconomic Activities “develop information 
which should be useful in the liaison between medi- 
cal societies and third-party plans and in developing 
guides for the relationship between the medical 
profession and these third parties.” While also urg- 
ing that the A. M. A. Law Division draft a state- 
ment which would include all points a physician 
should consider in contracting with a plan, the 
House acknowledged a Commission conclusion that 
“there is no generally held opinion declaring that 
participation in closed-panel medical care plans 
would render a physician unethical.” 
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Adopted without change from the Commission’s 
report were its recommendations that: 

—Medical profession-sponsored plans seek to ex- 
tend their number and coverage as a deterrent to 
the future development of closed-panel plans. 

—Efforts be made to resolve problems occurring 
in industrial health programs and to improve rela- 
tionships between occupational health programs 
and practicing physicians. 

—Local medical societies maintain close liaison 
with student health plans to the end that suitable 
health programs and education be developed and 


perfected. Osteopathy 


Basing its action on a report of the Judicial Coun- 
cil, the House adopted four recommendations on 
relationships between physicians and osteopaths. 
An indication of the interest in this subject is that 
the reference committee was forced to move its 
meeting to a larger hearing room in order to ac- 
commodate more than 125 participants and specta- 
tors. Subsequent debate in the House involved 21 
delegates from 14 states and occupied 90 minutes 
of session. These are the House recommendations: 

—All voluntary professional associations between 
doctors of medicine and those who practice a system 
of healing not based on scientific principles is un- 
ethical. 

—Enactment of medical practice acts requiring 
all who practice as physicians and surgeons to meet 
the same qualifications, take the same examinations, 
and graduate from schools approved by the same 
agency should be encouraged by the constituent 
associations. 

—It shall not be considered contrary to the Princi- 
ples of Medical Ethics for doctors of medicine to 
teach students in an osteopathic college which is in 
the process of being converted into an approved 
medical school under the supervision of the A. M. A. 
Council on Medical Education and Hospitals. In a 
separate action concerning osteopathy, the House 
recommended that the A. M. A. representatives on 
the Joint Commission for the Accreditation of Hos- 
pitals suggest to that Commission that they inspect 
on request and consider for accreditation without 
prejudice those hospitals required by law to admit 
osteopathic physicians to their staff. 

—A liaison committee should be appointed by the 
Board of Trustees to meet with representatives of 
the American Osteopathic Association, if mutually 
agreeable, to consider problems of common concern 
including interprofessional relationships on a na- 
tional level. 

Medical Education 


The House approved the report of the Committee 
on Preparation for General Practice which urges 
a period of at least two years of formal hospital 
training after the attainment of the medical degree 
for doctors preparing for family practice. Most 
family physicians today began their practice after 
as little as one year of a rotating type of internship. 
The House recommended that new programs of 
preparation include: 
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—A minimum basic 18-month in-hospital training 
period to provide broad experience in the pediatric, 
diagnostic, therapeutic, psychiatric, preventive, and 
rehabilitation aspects of medicine. 

—Regularly assigned periods of emergency room 
service and training in minor surgery. 

—Provision for adequate opportunity for the study 
of outpatients. 

The Committee’s recommendation that training 
in obstetrics be a part of a six-month additional 
elective period and not be mandatory for those 
who do not anticipate an obstetric practice was 
adopted, but an Indiana delegation’s resolution 
asking that such training be a requirement was re- 
ferred to the Council on Medical Education and 
Hospitals for further consideration. The Committee 
on Preparation for General Practice includes repre- 
sentatives of the A. M. A. Council on Medical Edu- 
cation and Hospitals, the American Academy of 
General Practice, and the Association of American 
Medical Colleges. Its report noted: “The graduate 
program of two years in preparation for family 
practice should be planned and implemented as a 
unified whole with a maximum continuity of assign- 
ment in specific services.” 

Social Security, Other Actions 


Three resolutions in favor of compulsory Social 
Security coverage for self-employed physicians and 
one calling for further consideration of the subject 
were disapproved by the House. A fifth resolution 
for the House to reaffirm its traditional stand in op- 
posing compulsory inclusion was adopted. At a prior 
reference committee hearing 33 physicians spoke 
in favor of the A. M. A. stand while 5 opposed it. 

The House also recognized the “apparent growing 
demand by physicians for economic security” and 
requested the Board of Trustees to investigate the 
possibilities of developing group insurance and re- 
tirement plans which could be made available to 
Association members. 

The House of Delegates also: 

—Called for all physicians to “endeavor to under- 
stand the socioeconomic aspects of the world in 
which they live, not because they are physicians or 
members of the American Medical Association but 
because they are citizens.” 

—Recommended that the 1962 Annual Meeting 
be held in Chicago during the week of June 11-15. 

—Requested that the Board of Trustees study (1) the 
need for, (2) the method of selecting recipients of, and 
(3) the means of administering an A. M. A.-sponsored 
medical scholarship, loan program, or both, so that 
qualified students will not be deterred from entering 
medical school because of financial considerations. 

—Congratulated the Joint A. M. A.-American Bar 
Association Committee on Narcotic Drugs on its 
“long, tedious, and fruitful work on the broad 
subject of narcotics,” and urged continued study 
under “separate and already established councils 
of the A. M. A. and the ABA.” 

—Urged the establishment of a national commis- 
sion to study and develop recommendations relating 
to trends in jury awards in cases involving personal 
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injury. The House noted that a joint A. M. A.-ABA 
Liaison Committee has already done considerable 
work on this and related problems. 

—Disapproved a resolution which would direct 
“that a reliable method be devised, under A. M. A. 
auspices, to evaluate and regularly report upon the 
acceptibility of foreign medical schools.” The House 
decided that the intent of the resolution was neither 
practical nor necessary. 

—Approved the inclusion of Today's Health and 
any one of the A. M. A. specialty journals as a bene- 
fit of dues-paying membership. Such members al- 
ready receive THE JouRNAL and the A. M. A. News 
as a benefit. 

—Recommended that state medical societies, 
where advisable, initiate legislative efforts to elim- 
inate cancer quackery. 

—Gave a vote of thanks to Dr. Joseph D. Mc- 
Carthy of Omaha, who finished his term as chairman 
of the Council on Medical Service. 

—Expressed appreciation for an outstanding dis- 
aster medicine program presented by the U. S. 
Army Medical Service in cooperation with the Coun- 
cil on National Defense in Atlantic City immediately 
prior to the Annual Meeting. 

Related Activities 

Others elected or re-elected during the session 
were: 

Dr. J. M. Hutcheson of Richmond, Va., re-elected 
to the Judicial Council. 

Dr. Charles T. Stone of Galveston elected and 
Dr. W. Andrew Bunten of Cheyenne, Wyo., re- 
elected to the Council on Medical Education and 
Hospitals. 

Dr. Willard Wright of Williston, N. D., elected, 
and Dr. J. Lafe Ludwig of Los Angeles re-elected 
to the Council on Medical Service. Dr. Ludwig is 
the new chairman. 

Dr. William Hyland of Grand Rapids, Mich., re- 
elected to the Council on Constitution and Bylaws. 

Dr. Fred A. Humphrey of Fort Collins, Colo. 
elected as Chairman of the Council on Rural Health, 
succeeding Dr. F. S. Crockett of Lafayette, Ind., 
who remains a member. 

Meeting at the same time as the A. M. A. in 
Atlantic City, the Woman’s Auxiliary installed Mrs. 
Murphy Jr. of Canon City, Colo., whose exhibit 
Frank Gastineau of Indianapolis as new president, 
and named Mrs. William Mackersie of Detroit as 
president-elect. 

America’s younger generation of medical scientists 
were represented at the session by Kay Schuele of 
Memphis, with an exhibit or algae, and Martin 
was on the role of radioactive testosterone in 
hematopoiesis. Both are teen-agers, and were win- 
ners in the medical science division of the National 
Science Fair held in Philadelphia last month. 

The choice of Atlantic City as the site of the An- 
nual Meeting—called “the greatest medical show on 
earth”—made a medical Mecca of the area for the 
first two weeks of June. Held around the time of 
the Annual Meeting were sessions of more than 20 
other medical and allied organizations. 
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COLLABORATING ORGANIZATIONS 
The World Health Organization 
Council for International Organizations of Medical Sciences 
International Association of Universities 
PATRON 
the Honorable Dwicut D. E1sENHOWER 
President of the United States 
of America 
OFFICERS 
President 
Dr. RayMonp B. ALLEN, Chancellor, University of Califor- 

nia at Los Angeles (U. S. A.) 
Deputy Presidents 
Dr. Vicror Jounson, Director of Mayo Foundation for 
Medical Education and Research, University of Minnesota 
Graduate School of Medicine (U. S. A.) 


SECOND WORLD CONFERENCE ON MEDICAL EDUCATION 
PALMER HOUSE, CHICAGO, AUG. 30-SEPT. 4, 1959 


THE PROGRAM 
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Dr. Roy F. Fargunarson, Sir John and Lady Eaton Pro- 

fessor of Medicine, University of Toronto (Canada) 
Vice-presidents 

Prof. YosHio KusaMa (Japan) 

Dr. GasrieL VELAZQUEZ PaLau (Colombia) 

Prof. Sir Georce Pickerinc (England ) 

Prof. Dr. D. P. Fucusic ( Austria ) 

Prof. C. Hermans ( Belgium ) 

Prof. Dr. V. R. KHANOLKAR ( India) 

Prof. Dr. ALEJANDRO GARRETON SiLva (Chile) 

Dr. A. Sotiman (Egypt) 


Section 1: 
Section 2: 
Section 3: 
Section 4: 
Rapporteurs 
Section 1: Dr. E. Hucu Luckey (U. S. A.) 
Section 2: Dr. O_tver Cope (U.S. A.) 


Section 3: Dr. W. Barry Woop Jr. (U. S. A.) 
Section 4: Dr. S. S. B. Gr-per (Canada) 


The program, which will officially open with a 
full-day plenary session on Monday, Aug. 31, will 
be devoted to consideration of the general concept 
of “Medicine—A Lifelong Study.” After this initial 
plenary session the program will be divided into 
four sections dealing with the following general 
areas of consideration: 

Section 1: Basic Clinical Training for All Doctors 

Section 2: Advanced Education for General and 
Specialty Practice 

Section 3: The Development of Teachers and In- 
vestigators 

Section 4: Continuing Medical Education 

Physicians and other medical educators from 
nations throughout the world will participate in 
these section programs. To facilitate understanding 
and intercommunication, arrangernents have been 
mace for simultaneous translation into English, 
French, and Spanish, as all attending will be pro- 
ficient in one or more of these languages. Over 120 
speakers from more than 50 nations will address one 
of the plenary sessions or one of the section groups 
during the program. 

The final day of the program, Sept. 4, 1959, will 
be devoted to reports from the sections and to a 
closing address on “Medicine—A Lifelong Study” to 
be delivered by Lord Cohen of Birkenhead. - 

The following material presents detailed informa- 
tion concerning the initial plenary session on Aug. 
31 and a skeletal outline of the section sessions 
which will subsequently be conducted. 


AUG. 31, 1959 
Plenary Session 


10:00 a.m. Opening Ceremonies 
11:00 a.m. Presidential Address 
Dr. RayMonD B. ALLEN (U. S. A.) 
11:40 a.m. Summarization of First World Conference on 
Medical Education 
Prof. W. MELviLLe Arnott (U. K.) 
Prof. Ian Arp (U. K.) 


2:30 p.m. International Cooperation in Postgraduate Edu- 
cation 

Dr. E. Grzecorzewski (W. H. O.) 

Dr. U. K. (India) 

Dr. G. Montero ( Malaya) 
Value of Participation in Research as a Com- 
ponent in the Education of Doctors 

Dr. Victor Jounson (U. S. A.) 

Prof. R. F. FarQuHARSON (Canada) 


3:45 p.m. 


4:15 p.m. Discussion, chaired by Dr. Ropent A. Moore 
(U. S. A.) and Dr. Maurice B. VisscHer 
(U. S. A.) 
Sept. 1, 1959 
Morning 


SECTION 1: BASIC CLINICAL TRAINING FOR ALL 
DOCTORS 

Historical development of clinical experience before 
qualification, including methods of acquiring clinical ex- 
perience, will be discussed. Included will be curriculum and 
methods of instruction on inpatient and outpatient services, 
as well as integration of essential portions of specialties in 
the major areas of medicine. 

Conference and seminar methods will be compared to 
amphitheatre instruction. 


SECTION 2: ADVANCED EDUCATION FOR GENERAL 
AND SPECIALTY PRACTICE 


Training for general practice: the need for advanced 
training; faculty responsibility in this field; length and scope 
of advanced training; extrahospital experience; opportunities 
for such training. 

Training for specialization: determination of specialties 
and subspecialties; length and scope of advanced training; 
medical faculty responsibility for specialty training stand- 
ards; opportunities for such training. 


SECTION 3: THE DEVELOPMENT OF TEACHERS AND 
INVESTIGATORS 

Problems of recruitment and factors influencing oppor- 
tunities for careers in teaching and research; prestige; 
economics; educational traditions; procedures governing 
appointments and promotion; competitive examinations. 


SECTION 4: CONTINUING MEDICAL EDUCATION 


The objectives and problems of continuing medical edu- 
cation. 
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‘The administrative and organizational techniques useful 
in continuing medical education. 

Intramural and inservice programs of continuing medical 
education, 

Afternoon 

During the afternoon, tours will be arranged for visits to 
the medical schools and hospitals in Chicago, and partici- 
pants may visit the American Medical Association head- 
quarters or other points of interest. 


Sept. 2, 1959 


Morning 


SECTION 1: COMPLEMENTARY EXPERIENCE FOR 
MEDICAL STUDENTS 

Socioeconomic aspects of life and their role in health and 
disease; limitations of traditional patterns in developing 
total patient care concept; experimental approaches in teach- 
ing social medicine; student research—an educational ex- 
perience and a means of future academic recruitment. 


SECTION 2: FORMAL COURSES IN ADVANCED 
TRAINING 

Their place in advanced training for general practice; 
their place in advanced specialist training; recognition of 
advanced training through awards of postgraduate degrees. 

The Place of Applied Basic Science in Advanced Training 

Formal courses in applied basic sciences; hospital labora- 
tory experience as a component in specialist training, re- 
search experience in the training of the specialist. 
SECTION 3: EXPERIENCE BEFORE AWARDING THE 
QUALIFYING DEGREE 

Research experience for candidates for qualifying degree 
in medicine; basic medical sciences curriculum without 
clinical training. 

Fellowships and Assistantships as Economic Assistance 
from Government and Foundations 


SECTION 4: EXFRAMURAL PROGRAMS 

Visiting lecturers and organized teams from medical facul- 
ties and hospital centers; use of rural hospitals and com- 
munity health centers; closed circuit television and radio 
broadcasts; library services; scientific journals: assemblies 
and demonstrations, 

Afternoon 
SECTION 1: BASIC CLINICAL TRAINING FOR ALL 
DOCTORS 

Preceptorships for medical students: objectives; methods 
of preceptorship training; evaluation of merits. 

Patterns and methods of full-time practical education be- 
fore practice or specialization. 

SECTION 2: ADVANCED EDUCATION FOR GENERAL 
AND SPECIALTY PRACTICE 

Professional responsibility for patient care: progressive 
responsibility programs; supervisory techniques in advanced 
training. 

The relative role of government, medical schools and the 
medical profession in identification, recognition, or certifica- 
tion of general practitioners and specialists. 

Community resources as a field of advanced training. 
SECTION 3: THE DEVELOPMENT OF TEACHERS 
AND INVESTIGATORS 

Advanced teaching and research experience after profes- 
sional qualification: international exchange programs; re- 
search opportunities; teaching experience; development and 
evaluation of teaching skills; post doctoral fellowships. 


SECTION 4: CONTINUING MEDICAL EDUCATION 
There will be demonstration and discussion of audio- 
visual aids. 
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Sept. 3, 1959 
Morning 

SECTION 1: BASIC CLINICAL TRAINING FOR ALL 
DOCTORS 

Panel and open discussion. 
SECTION 2: ADVANCED EDUCATION FOR GENERAL 
AND SPECIALTY PRACTICE 

Panel and open discussion. 
SECTION 3: THE DEVELOPMENT OF TEACHERS 
AND INVESTIGATORS 


Panel and open discussion. 


SECTION 4: CONTINUING MEDICAL EDUCATION 

Panel and open discussion. 

Afternoon 

Again on Thursday afternoon tours will be arranged for 
visits to the medical schools and hospitals in Chicago, and 
participants may visit the American Medical Association 
headquarters or other points of interest. 

Evening 
Thursday evening the official conference dinner will be 
held. Tickets will be available at the registration desks. 

It is hoped that many physicians and other medi- 
cal educators from the United States will plan to 
attend this important conference to participate in 
the exchange of ideas and experiences with our 
colleagues from abroad. This should be of particu- 
lar interest to hospital administrators and _profes- 
sional staff personnel who may desire to have an 
opportunity to confer with those most familiar with 
the educational background of some of the gradu- 
ates of foreign medical schools. 

Full details concerning the program may be 
obtained by communicating with Dr. Louis H. 
Bauer, Secretary-General, World Medical Associa- 
tion, 10 Columbus Circle, New York 19. 


CLINICAL MEETING, DALLAS, DEC. 1-4, 1959 


The Council on Scientific Assembly announces 
that the program for the Clinical Meeting in Dallas 
is rapidly taking shape. Dr. Everett C. Fox, gen- 
eral chairman of the local committee, is directing 
his attention to the clinical aspects of the meeting 
and its practical application to everyday medical 
practice. Dr. Charles D. Bussey, Dallas, has as- 
sembled an outstanding program of lectures, sym- 
posiums, panel discussions and breakfast meetings. 
Dr. John S. Chapman, Dallas, is working on the 
color television program which will include unique 
features. Mr. Ralph P. Creer, Chicago, is arranging 
a full three-day showing of the latest motion 
pictures. 

Applications for space in the Scientific Exhibit 
at Dallas should be submitted by Aug. 1. Inquiries 
for application blanks for space or for other infor- 
mation should be addressed, as soon as possible, 
to the Secretary, Council on Scientific Assembly, 
American Medical Association, 535 N. Dearborn 
St., Chicago 10. 
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The Chronic IlIness Information Center of Cleve- 
land was established in March, 1955, as a depart- 
ment of the Welfare Federation in that city. Prior to 
this, requests for referral services and information 
on chronic illness facilities and services had been 
handled by a number of different agencies in Cleve- 
land, among them the Benjamin Rose Institute (a 
philanthropic health and welfare agency for older 
persons), the Catholic Charities Bureau, County 
Welfare Department, Jewish Family Service Bu- 
reau, the Welfare Federation Community Informa- 
tion Service, and the Highland View Hospital for 
Chronic Diseases. Duplication and overlapping of 
functions often resulted in confusion and inade- 
quate services. In recognition of the need for co- 
ordination of services and pooling ot information, 
the chairman of the Welfare Federation’s Commit- 
tee on the Chronically Ill appointed a subcommittee 
of persons from the various organizations furnish- 
ing service to the chronically ill to consider the need 
for a central information-gathering, counseling, and 
referral agency. The subcommittee, after its study, 
unanimously recommended establishing a central 
information service in Cleveland. 

A subsequent committee of lay and professional 
persons was appointed to draft the organizational 
details of the center and to develop its specific 
functions and purposes, which were established 
(1) to give patients and other persons direction and 
advice regarding facilities for long-term care, to 
guide the individual patient to the proper facility 
as his needs change, and to serve as a focal point 
for closer cooperation between agencies in service 
to the individual patient; (2) to centralize the con- 
sultation and referral services being given in part 
by several different agencies, thereby eliminating 
duplication and promoting the most efficient use of 
facilities available; (3) to continuously evaluate 
community resources and unmet needs through 
systematic inquiries, follow-up of patients referred, 
and contacts with other agencies serving the chron- 
ically ill and to refer to the Welfare Federation 
Committee on the Chronically Il any gaps in service 
which require community action; (4) to serve in a 
consultant capacity to the operators of nursing and 
boarding homes and to persons planning to estab- 
lish such facilities in regard to improved standards 
of care; and (5) to cooperate with other community 


This is part of a series of articles, prepared by the Council on Medical 
Service, on chronic illness information centers in various parts of the 
United States. 
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agencies in promoting the development and expan- 
sion of needed facilities and services and in foster- 
ing an enlightened public attitude toward the prob- 
lems of long-term illness. 

The information center is still operating as a 
department of the Cleveland Welfare Federation 
and receives financial support from the federation, 
the Benjamin Rose Institute, and a private source. 
In addition, the Cleveland City Division of health 
has assigned a public health nurse to the staff. The 
Academy of Medicine of Cleveland contributed to 
the support of the center during its first three years 
of operation. 


Organization and Operation 


The information center occupies office space in 
the Community Service Building, which houses 
most of the Welfare Federation departments. Office 
staff consists of a director, a public health nurse, 
and a secretary. The center operates under the 
supervision and guidance of an advisory board 
composed of professional and lay persons repre- 
senting the Cleveland Academy of Medicine; the 
Visiting Nurse Association; Catholic Charities; Jew- 
ish Community Federation; various city, county, 
and state health and welfare agencies; special 
health organizations; private casework agencies; 
general and chronic disease hospitals; and hospital 
social service departments. This advisory board, 
under chairmanship of a physician, acts as a liaison 
group between the center and the Welfare Feder- 
ation’s Committee on the Chronically Ill. Although 
each has its own staff, the work of the Committee 
on the Chronically Il] and that of the information 
center is well integrated. 

The Committee on the Chronically Ill is directed 
by the same executive secretary as the Committee 
on Older Persons because of the many overlapping 
needs of the chronically ill and the aging. Its func- 
tions are the planning and coordination of commu- 
nity services relating to chronic illness in the light 
of data gathered by the information center in its 
work with individual patients and facilities. 

The director of the center is a medical social 
worker, employed on a part-time basis. Her duties, 
in addition to over-all administration and super- 
vision of staff, include providing information, coun- 
seling, and referral services to patients or other 
persons in regard to facilities for care; contact with 
agencies providing direct services in regard to their 
policies and procedures; maintenance of statistics 
on services provided; and intepretation of the pro- 
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gram to those providing the services and to other 
appropriate groups in the community. The director 
also visits and consults with nursing home operators 
and those planning such facilities in regard to 
standards of care and cooperates with the state 
licensing division in improving standards of care. 

The public health nurse was assigned from the 
Cleveland Division of Health to work with the in- 
formation center. She spends half of her time in the 
information center office where her work includes 
counseling and referral of persons seeking facilities 
for care and liaison with the division of health and 
other city and state agencies concerned with li- 
censing and inspection of nursing homes. She also 
acts as a consultant in standards of care to nursing 
home operators and persons planning new facilities. 
Her duties as a consultant to operators of nursing 
homes and homes for the aged are performed di- 
rectly as a program of the division of health, but as 
such are also in line with the purposes of the infor- 
mation center. 

The secretary handles most of the clerical-admin- 
istrative detail in the office. She serves as reception- 
ist and telephone operator, receives all requests for 
information—the majority of which come by tele- 
phone—and obtains identifying information before 
routing the request to the professional staff. She 
also makes many of the follow-up calls on inquiries. 


TABLE 1.—Persons Served in 1955, 1956, and 1957 


Patients, No, 


Year Reeallt ‘Other, No. 
744 7 479 


* Patients known to center for first time. 
+ Patients who have received previous service trom center. 
{ Requests for service not related to specific patient. 


Files and records maintained in the center in- 
clude a detailed individual request form on each 
patient for whom service is sought, giving diagnosis 
and health status, referral source, socioeconomic 
information, and other data; a monthly numerical 
check sheet summarizing data on all requests for 
service during that period; closed case records filed 
by type of disposition or placement; and yearly 
reports. 

The center also maintains detailed records on 
chronic illness facilities and services in the commu- 
nity. These include an individual record sheet for 
each nursing home, boarding home, or home for 
the aged in Cleveland and card files on persons or 
groups wishing to establish these facilities, persons 
providing care for one or two patients only, hospi- 
tals, special health organizations, and other health 
and welfare agencies. Records are also kept of 
various institutes, conferences, and meetings on 
chronic illness, along with a general source file of 
information on the subject. 
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Services to Patients 


Patients requesting help from the center are 
accepted for service without any detailed investi- 
gative procedures, except that any other agency 
which has had prior contact with a patient is con- 
tacted for clearance and pertinent data. The center 
has not carried on any intensive publicity campaign 
directed toward either patients or community agen- 
cies, although health and welfare agencies were 
informed of its functions. This policy was estab- 
lished at the beginning, when the advisory board 
felt that widespread publicity should wait until the 
center was well established and community facili- 
ties were more readily available in order to avoid 
disappointment when no ready solution could be 
suggested for a number of persons seeking service. 
However there was some newspaper publicity at 
the time of the center's opening. A brochure de- 
scribing the center was published by the City Divi- 
sion of Health and the center, for general distribu- 
tion, and articles have appeared in local medical 
and other professional journals from time to time. 
Other channels of information have been talks by 
center personnel to various lay and _ professional 
groups, participation in state and local conferences 
and institutes, one television program devoted to 
the chronically ill, and mention of the center's serv- 
ices in radio programs on health. 

The center routinely follows up every request 
for services. Anywhere from 60 to 90 days after the 
original contact, the family or other person who 
referred the patient to the center is called to see 
what arrangements were worked out. To date, a 
solution which is satisfactory in varying degrees has 
been reported in about 60% of the cases. 

The average inquiry to the center usually involves 
about eight calls—the original contact, calls from 
other members of the family, calls to physicians and 
social agencies, and the follow-up. In some cases, 
the number of calls has been as high as 20 to 30, 
and the center feels that this, among other factors, 
reflects a lack of coordination among the different 
agencies serving a particular person. Patients are 
referred to the center by their families, relatives, 
friends, hospitals, private physicians, public and 
private welfare agencies, attorneys and guardians, 
the clergy, and industry. 

The number of patients and other persons seek- 
ing help at the center during a year’s time has 
stabilized at around 1,200 to 1,400 during the first 
three years of its operation. During the calendar 
year 1957, a total of 1,469 patients or other persons 
contacted the center for service, an increase of only 
3.7% over 1956. Sixty-three of these requests were 
recall cases or patients who had previously con- 
tacted the center for service, and 582 were requests 
for service not related to an individual patient. 
Table 1 shows the number of requests for service 
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for the latest three years data was available, di- 
vided according to new and recall patients, and 
other requests not concerned with a specific patient. 
The large number of contacts in this last category is 
partly due to requests for information by the per- 
sonnel of health and welfare agencies who were 
contacted by the center when it was compiling a 
directory of services for the chronically ill. 

Of the 824 new patients referred to the center in 
1957, more than 80% were 60 years of age or older, 
and the average patient age has been close to 75. 
About twice as many women as men have been 
referred to the center, a rate which has been rela- 
tively constant over the years of operation until the 
later part of 1957, when there was an increase in 
male patients. About 63% of the patients were 
widowed or single, 27% lived alone, and 38% lived 
with friends or relatives. Over the years of oper- 
ation an increasing proportion of semiambulatory 
patients have been referred to the center, with a 
corresponding decrease in fully ambulatory and 
bedfast patients. There has also been some change 
upward in patients’ ability to pay for frequently 
requested services. There was an increase of two- 
thirds in those able to pay $300 or more per month 
and a one-third increase in those able to pay from 
$200 to $300. There was no significant change in 


TasLe 2.—Characteristics of New Patients Referred 
to Center in 1957 


Patients, Patients, 
- No. No. 
Sex Method of contacting 
Male 337 center* 
Female ...... 479 Phone 770 
Not recorded ... 8 Letter . 161 
3 Main source of income 
29 or support of 
ds 91 persons referredt 
Not recorded 22 Other relatives and/or 
Marital status eee 161 
Married 207 29 
Single .. 124 OAA plus relatives, 
Widowed 395 27 
Divoreed or separated.. 37 Other publie welfare ... 23 
Not recorded ........... 61 Pensions (retirement, 
Living arrangements veterans, ete.) ........ 99 
222 OASI plus savings, 
Wren 174 relatives, ete. ......... 186 
With relatives Income from business, 
310 employment, or 
Boarding or nursing 41 
57 Savings only .......... 52 
eee 21 Capital assets, 
Other institution ...... 1 convertible property .. 68 
Not recorded ........... 39 Disability and 
Degree of Disability employment insurance 23 
Semiambulatory ....... 339 Not recorded 
152 (source unknown) .... 45 
Not recorded ........... 58 


“Includes more than one contact by some patients. 

+ Most of the requests are for financially independent persons: 
plans for financially dependent are made by publie assistance 
agencies. 


the number able to pay $176 to $200 a month and 
a decrease in those who could pay $100 to $175 
per month. 

Table 2 shows the characteristics of patients 
newly referred to the center during 1957, by age, 
degree of disability, living arrangements, financial 
status, and other factors. 
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Needs of Patients 


Duriag the calendar year 1957, requests for 
nursing home, boarding home, or other institutional 
are accounted for 76% of all needs for service 
among newly referred patients. The next most 
frequent requests were for consultation with other 


TABLE 3.—Nature of Requests in 1957 
New 
Cases Reealls* Total 


Nursing home, boarding home, 


Housekeeper, attendant, ete. 27 14 41 
Information re facilities and Resources 

Sheltered or home employment ......... 5 1 6 

(Referred to agencies: 31 new, 

Wheel chairs, hospital beds, ete. ....... 5 0 5 

Rehabilitation services 18 1 19 

Medical & Dental care 145 8 153 

Free or cheaper medicine ............... 8 8 

Transportation to elinies ............... 2 2 

Recreation and companionship ......... 52 15 67 

Day carve 5 1 6 

Restaurants serving special diets ....... 0 0 0 

Miscellaneous procedures, legal 

Information re a specific facility......... 111 23 134 
Consultation with: 

Agencies’ staffs, clergy, lawyers, per- 

sonnel directors in industry, ete. (where 

these persons take responsibility for 

advising regarding care) ............++++ 212 0 212 

Prospective operators of nursing 

Counseling, where center assumes 

responsibility for providing 

information, advice, and referral 

services for care of individual 

patients (Frequently involves 

consultation with physicians, agencies, 

and others concerned) ............esee08 675 0 675 

824 63 887 


* Persons previously receiving service from agency. 

+ All eases reported are kept open for a minimum of 60 days when 
a follow-up eall is made. If additional service is needed the case is 
continued as long as necessary. No case is closed until a decision has 
been made regarding the care of the patient. Cases listed as recalls 
are those which were closed after a solution had been reached and 
a change of situation brought further request for service. During the 
time cases are kept open there may be frequent requests for addi- 
tional information. While these are indicated on the case history, 
no separate count is kept of them. 


agencies and individuals regarding care, for infor- 
mation on a specific facility, and for consultation on 
standards of care from persons planning new nurs- 
ing or boarding homes. Table 3 shows the nature of 
requests for service received by the center during 
1957, divided according to new and recall contacts. 

Requests for service to patients come to the cen- 
ter from the patients themselves and their families, 
hospitals, friends, private physicians, private and 
public welfare agencies, clergy, attorneys, guar- 
dians, and industry, in roughly that order of fre- 
quency. 

The community facilities and services to which 
patients are most frequently referred have been 
nursing and boarding homes. Other referrals have 
been to homes for the aged, physicians, private 
‘asework organizations, public assistance agencies, 
the Visiting Nurse Association, special health organ- 
izations, public and private employment agencies 
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handling nursing and/or attendant services, agen- 
cies providing homemaker service, chronic hospitals 
(through physicians), the Legal Aid Society, pro- 
bate court, and agencies providing counseling on 
rehabilitation services, housing, or recreational 
programs. 
Problems and Developments 

In some three and one-half years of counseling, 
referral, and follow-up with patients, and contacts 
with other community agencies, the center has 
brought out into clearer focus a number of problems 
and future areas for action in meeting the needs of 
aged and chronically ill persons in Cleveland. The 
major problems yet to be resolved are summarized 
by the center as follows: (1) greater coordination 
and integration of service among all agencies serving 
the chronically ill and more flexibility in policies 
and services, particularly between general and 
chronic disease hospitals regarding their discharge 
policies; (2) additional nursing home facilities for 
male patients and for other specific groups such as 
Negroes of both sexes, persons with arrested cases 
of tuberculosis, younger persons from 18 to 30 and 
30 to 50, physically disabled persons who are also 
alcoholic, mentally ill convalescent patients, mental- 
ly retarded children under 6 years of age, persons 
able to pay from $350 to $500 a month for care, 
ambulatory patients who require mostly sheltered 
living, and “in between” senile patients who are 
severely confused but do not require care in a 
mental hospital; a need for improvement of services 
in nursing homes generally, including better inte- 
gration with hospitals and the entire community 
program for the chronically ill; related problems 
such as adequacy of public assistance payments for 
nursing home care and stronger action by state and 
local agencies regarding unlicensed facilities; (3) 
additional social casework and counseling services 
geared to the many problems accompanying long- 
term illness, such as dwindling finances, family 
attitudes, living arrangements, and the psychological 
impact of long-term dependency; (4) financial 
assistance for marginal income persons who are in- 
eligible for public assistance but are unable to meet 
the full costs of care themselves; -(5) additional 
services for chronically ill patients at home, includ- 
ing housekeeping, “meals on wheels,” friendly visit- 
ing, rehabilitation services, and recreational activi- 
ties, ideally provided through an organized home 
care program; (6) expansion of recreational services 
for chronically ill or aging persons, including some 
day care centers, and a visiting recreational or 
diversional service for persons at home or in nurs- 
ing homes; (7) a method for insuring continuity of 
medical «nd rehabilitation services, from the hospital 
through the nursing home to the patient’s own 
home, with additional special facilities or services 
provided as needed; (8) housing facilities tailored 
to the income of disabled older persons who can 
still carry on independent living; (9) more public 
education regarding the facilities available and the 
additional services needed for the chronically ill; 
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and (10) increased participation by private and 
public agencies, particularly the latter, in financing 
care for this group. 

The progress which has been made in each of 
these specific areas is summarized by the center as 
follows: 

1. A study of public health methods in Cleveland 
was made by the Cleveland Metropolitan Services 
Commission in 1957. Recommendations growing 
out of this survey include the merging of the Cleve- 
land and other municipal and county health de- 
partments into a single agency and, pending such 
a merger, the appointment of a county coordinator 
for chronic illness and aging who would act as a 
deputy commissioner for all health departments 
(this position to be retained after the merger); 
strengthening the contacts between public agencies 
such as health departments and hospitals ‘and 
private nursing homes to improve the scope and 
quality of services in the latter; and, finally, de- 
veloping an over-all! plan for the selective placement 
of persons needing long-term institutional care. 

The Cleveland City Hospital has already been 
merged administratively with the Highland View 
Chronic Disease Hospital, and a similar step is 
being considered for the two county nursing homes. 
Great progress has been made in integrating the 
services of the general and chronic disease hospitals 
for patients with long-term illnesses. There are now 
sufficient hospital beds for such patients. 

2. A number of nonprofit nursing homes and 
homes for the aged in Cleveland have or are 
planning to expand their facilities and scope of 
services. Specific projects include a new 150-bed 
nursing facility providing multitype services for 
both bed and ambulatory older persons under 
auspices of the Benjamin Rose Institute and inte- 
grated with its hospital and home-care services; 
the addition of 36 nursing-home beds and a reha- 
bilitation unit to a Catholic home for the aged; a 
39-bed wing for nursing care at the Lutheran Home 
for the Aged; the opening of a 26-bed facility for 
indigent terminal cancer patients and plans for ex- 
pansion to a 100-bed facility; addition of 40 beds 
to the Jewish Convalescent Hospital; the addition 
of nursing home sections or wings to a number of 
homes for the aged; and tentative plans for a multi- 
service type nursing facility for Negro patients. 
There is proposed a 94-bed addition to one of the 
two county nursing homes. Since the information 
center began operation, licensed proprietary nursing 
home beds have increased from 910 to 1,210 in 
number. Some of these are homes with excellent 
standards; others do not have the quality of care de- 
sirable. The need for homes in the $300 to $500 
bracket is rapidly being met. The Cleveland Center 
on Alcoholism is planning to develop a program for 
services to alcoholic patients in nursing homes. 

Regarding the improvement of services in nursing 
homes, the information center, in addition to pro- 
viding the consultation services of a public health 
nurse and a medical social worker to individual 
nursing homes, has cooperated with the state nurs- 
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ing home and county home associations in sponsor- 
ing two state-wide workshops at one of the state 
universities and two institutes at Western Reserve 
University, devoted to the care of older and chron- 
ically ill persons in institutions. The center also 
cooperates with the City Division of Health and 
the State Licensing Division in holding educational 
meetings for nursing home operators and on a com- 
mittee for coordination of state and local licensing 
requirements, has arranged with individual opera- 
tors for the consultant services of the welfare 
federation’s nutritionist, and has developed record 
forms for exchange of medical information between 
nursing homes and hospitals’ out-patient depart- 
ments, in cooperation with the social service de- 
partments of the local hospitals. The information 
center is working with the Volunteer Bureau of the 
Welfare Federation to develop group activity pro- 
grams and friendly visiting services for nursing 
home patients. 

The center, the state licensing division, and local 
zoning and safety authorities are systematically ob- 
taining information on any unlicensed nursing 
homes in operation and making efforts to either 
close or license these facilities. 

3. A committee has been appointed by the Com- 
mittee on the Chronically Ill to study the need and 
possible methods for providing additional casework 
services for chronically ill persons. 

4. The information center and other departments 
of the Welfare Federation have been working with 
public assistance officials to promote financial aid to 
the marginal income group. The maximums paid by 
both Aid for the Aged and the County Welfare De- 
partment are presently inadequate for nursing home 
care, and there are continuing efforts to have these 
amounts raised. 

5. In regard to organized home services for chron- 
ically ill and older persons, two agencies in Cleve- 
land, the Visiting Nurse Association and the Mount 
Sinai Hospital, are planning to establish home care 
programs. The Benjamin Rose Institute is continu- 
ing its home care program, which is limited to older 
persons served by the institute. The Jewish Family 
Service Association has developed a program of 
homemaker-personal care services provided under 
the supervision of the patient’s private physician 
and the Visiting Nurse Association and has expand- 
ed its friendly visitor service for older persons to 
include those in nursing homes. 

6. Different groups and agencies in the com- 
munity continue to develop and expand recreational 
programs for the aged and chronically ill. The two 
Jewish homes for the aged have these services in 
their day care programs, and the Golden Age Cen- 
ter, established in 1955, provides services of this 
type for many older persons who have some chronic 
disability. A group recreational worker has been 
employed jointly by the welfare federation and the 
Benjamin Rose Institute to set up programs in four 
homes for the aged, and the Catholic Charities 
Bureau has also provided such services in three of 
its homes. 
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7. The Visiting Nurse Association has added a 
physical therapist to its staff, to instruct nursing 
personnel in rehabilitation procedures which can 
be given in the patient’s own home. The welfare 
federation and the health council have a joint com- 
mittee on rehabilitation which considers the indi- 
vidual patients needs, the services available, and 
their use. The committee sponsored a research study 
in this area which is being conducted by the county 
chronic disease hospital. 

8. A special Committee on Housing for Older 
Persons has been appointed by the welfare federa- 
tion, and a one-day conference on this subject has 
been held. This committee has drawn up plans for 
establishing a 164-suite apartment-hotel unit for 
middle-income older persons who need semiprotec- 
tive living arrangements with some supportive 
services and supervision. Western Reserve Univer- 
sity will conduct a research study of this project, 
under a-grant from the Ford Foundation. 

9. Although there has been no formal program of 
public education regarding chronic illness, a num- 
ber of individual activities and projects have con- 
tributed to this end since the center's inception. 

In addition to the various activities mentioned 
previously, the information center has compiled 
and distributed a 108-page Directory of Services for 
the Chronically Ill of Greater Cleveland. The 
directory, published jointly by the Welfare Federa- 
tion’s Committee of Special Health Organizations 
and the Cleveland Academy of Medicine, lists over 
200 Cleveland health and welfare agencies provid- 
ing services to the chronically ill and gives informa- 
tion on eligibility requirements, fees, hours, areas 
served, and referral procedures for each. The Com- 
mittee on Older Persons and the Occupational 
Planning Committee of the Welfare Federation has 
also published a directory giving the services avail- 
able in the community for older persons. The Com- 
mittee on Older Persons cosponsors an annual con- 
ference on aging with the Junior League, and 
programs on chronic illness have also been con- 
ducted at three of the recent annual health and 
welfare institutes. 

Finally, the staff of the information center and 
that of the Welfare Federation Committee on 
Chronically Ill continue to give talks, prepare ex- 
hibits, and plan programs on the chronically ill and 
their care, directed toward lay and _ professional 
groups in the community. 

Because of the division of the functions of 
planning and coordinating community care for the 
chronically ill (which are the responsibility of the 
Committee on the Chronically Ill) and those of 
direct information, consultation and referral services 
to individuals (which are the responsibility of the 
Chronic Illness Information Center), the center 
does not direct, conduct, or sponsor by itself a great 
many of the community programs or activities pre- 
viously mentioned but cooperates with the Cem- 
mittee on the Chronically Ill and other organizations 
and agencies in the community in providing them. 
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HAWAII 

State Medical Election.—The following were elected 
at the annual meeting of the Hawaii Medical Asso- 
ciation: president, Dr. Toru Nishigaya; president- 
elect, Dr. Edward F. Cushnie; treasurer, Dr. 
Frederick L. Giles; A. M. A. delegate, Dr. Harry L. 
Arnold Jr.; and A. M. A. alternate delegate, Dr. 
Richard D. Moore. All are from Honolulu. 


ILLINOIS 

Chicago 

University News.—Dr. Ake Hanngren, of the Uni- 
versity of Stockholm Karolinska Hospital, who spe- 
cializes in the study and treatment of tuberculosis 
and chest diseases, joined University of Chicago re- 
searchers in the department of pharmacology in 
using radioactive isotopes in a study of new anti- 
tuberculosis drugs. Dr. Hanngren’s visit is sponsored 
by the Trygger Foundation of the Swedish Medical 
Association. He plans to remain in the U. S. for 
about six months.—-—Mr. David R. Corbett, San 
Francisco, recently financial vice-president, Curtiss 
Candy Company, was made vice-president in charge 
of business administration for the Chicago Medical 
School. 


MICHIGAN 

Dr. Furstenberg Retires.—Dr. Albert C. Fursten- 
berg, dean of the University of Michigan Medical 
School, Ann Arbor, will retire July 1. Dr. Fursten- 
berg received his M.D. degree at the University of 
Michigan in 1915, served in the Medical Corps in 
World War I, and returned to the campus in 1918 to 
begin specializing in the field of otolaryngology. He 
rose to the rank of professor in 1932 and chairman 
of the department. Appointed dean in 1935, he is 
the seventh administrative head of the U-M Medi- 
cal School since its founding in 1850, but only the 
fourth to carry the title of “Dean.” Dr. Furstenberg 
will continue in private practice. 


Association of the Professions.—Dr. George W. 
Slagle, taking office as president of the Michigan 
State Medical Society in 1957 urged the House of 
Delegates of his society to take action in promoting 
an association of the professions “to the end that all 
professions might work together for the mutual 
benefit of all professions and the clients they 
served.” The House of Delegates endorsed the idea 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 
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and later that year the MSMS Council made funds 
available for organizational groundwork and _in- 
structed their Public Relations Counsel to proceed 
in the organization of such an association. The ideas 
were presented to the boards of the four other state 
societies: the Michigan Society of Architects, the 
Michigan Society of Professional Engineers, the 
Michigan State Dental Association, and the State 
Bar of Michigan. On July 21, 1958, leaders of these 
societies met at Michigan State University to formu- 
late plans. They adjourned united in a statement of 
purposes for a new organization to be known as the 
Michigan Association of the Professions (MAP). 
They outlined possible services in legislation, educa- 
tion, public relations, and business techniques. A 
common letter and a questionnaire were mailed to 
the more than 21,000 members of the five state 
societies. Most of the members (4 to 1) were of the 
opinion that an association of the professions such 
as proposed could render a valuable service to 
their profession and that their own state professional 
society should join. Plans included a membership 
that would be made up of all professional people 
legally registered, certified or licensed or otherwise 
qualified as a member of the medical, dental, legal, 
architectural, and engineering professions and such 
other professions as might be subsequently admit- 
ted. On Dec. 1, 1958, articles of incorporation as a 
nonprofit organization, under the laws of the State 
of Michigan, were accepted by the Michigan Cor- 
poration and Securities Commission. Dr. William 
M. LeFevre is president of MAP. The main purpose 
of the organization is to function as an active organi- 
zation developing its entire efforts to the economic, 
political, social, and public relations common to all 
professions. 


MONTANA 

Dr. Gordon Goes to India.—Dr. Wayne Gordon, 
Billings, announced that he will discontinue the 
practice of internal medicine in association with the 
Billings Clinic and will move to India to accept an 
appointment as associate professor of medicine at 
Christian Medical College in Vellore. Dr. Gordon 
has served as a member of the State Board of Medi- 
cal Examiners and as Governor for Montana of the 
American College of Physicians. 


NEBRASKA 

Dr. Gillick Goes to California.—Dr. Frederick G. 
Gillick resigned as dean of the Creighton School of 
Medicine, Omaha, effective June 30. He also re- 
signed as chief of staff for St. Joseph’s Hospital. He 
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will take a position as director of medical institutions 
for the County of Santa Clara, Calif., about Aug. 1. 
Dr. Gillick joined the Creighton staff in September, 
1951, as dean. He holds fellowships in the American 
Public Health Association, the American College of 
Physicians, the American College of Preventive 
Medicine, and the American College of Cardiology. 
He is also a member of the Medical Advisory Com- 
mittee of the Catholic Hospital Association. 


NEW JERSEY 

Society News.—The New Jersey Dermatological So- 
ciety held its annual meeting May 12. The following 
members were installed as officers for 1959-1960: 
president, Dr. John R. Tobey, Newark; first vice- 
president, Dr. Eugene L. Miller, Newark; second 
vice-president, Dr. Samuel B. Kaplan, Elizabeth; 
treasurer, Dr. Morton Kulick, Paterson; recording 
secretary, Dr. Max Braitman, West New York; and 
corresponding secretary, Dr. Hugh McCulloch Jr., 
68 Watchung Ave., North Plainfield, N. J.——The 
new officers elected at the annual meeting of the 
New Jersey Proctologic Society are as follows: 
president, Dr. Lloyd B. Whitman, Bergenfield; vice- 
president, Dr. Morando De Fronzo, Newark; secre- 
tary, Dr. Henry T. Weiner, Perth Amboy; and 
treasurer, Dr. Sydney S. Pearl, Elizabeth. 


NEW YORK 

Union Honors Rehabilitation Workers.—Dr. Michael 
M. Dacso, director of physical medicine and reha- 
bilitation, specializing in rehabilitation of the aged 
at Goldwater Memorial Hospital, and Dr. Alvin I. 
Goldfarb, director of psychiatric and neurological 
services at the Home for Aged and Infirm Hebrews, 
were two of three persons who received the annual 
award of District 65, Retail, Wholesale and Dept. 
Store Union, AFL-CIO, for achievement in the field 
of welfare of the aged, May 27. Mr. G. Warfield 
Hobbs III, chairman, National Committee on the 
Aging, also was named. A fourth designee for an 
award, Senator Wayne Morse, appeared before a 
regular membership meeting of the 800 District 65 
retirees June | to accept his citation. Dr. Dacso, who 
celebrates this year his 10th anniversary as director 
of the department of physical medicine and rehabili- 
tation at Goldwater Memorial Hospital, was hon- 
ored “for the promise he has helped to bring to 
thousands.” 


Society News.—At the annual meeting of the Roch- 
ester Academy of Medicine May 12 Dr. Conrad E. 
Good was elected to succeed Dr. Allan A. Fisher as 
president. Other officers elected for 1959-1960 are 
Dr. Theodore B. Steinhausen, vice-president; Dr. 
Robert E. Wells, secretary, and Dr. Stearns S. Bul- 
len Jr., reelected treasurer.——The officers of the 
Queens Pediatric Society for the year 1959-1960 are 
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as follows: president, Dr. Frederick Castrovinci, 
Jackson Heights; president-elect, Dr. Emanuel 
Fletcher, Flushing; secretary, Dr. Joseph Stein, 
Jamaica; and treasurer, Dr. Elmer E. Amerman, 
Jackson Heights. 


New York City 

Conference on Rehabilitation of Psychiatric Pa- 
tients.—A work conference, “Rehabilitation of the 
Psychiatric Patient—An Interdisciplinary Approach 
to His Post-Hospital Adjustment,” will be held at 
the Teachers College, Columbia University, and the 
Fountain House, New York City, July 6-24. The 
conference goal is to give students sufficient un- 
derstanding of problems in rehabilitation of the 
mental patient during his post-hospital adjustment 
so that the students may develop and expand simi- 
lar programs in their own communities. Partici- 
pants will be required to devote their full day to 
the curriculum which will consist of morning lec- 
tures, discussions, and field visits, and afternoon 
participation in the program of the Fountain House, 
a psychiatric rehabilitation center. Coordinator of 
the program is Abraham Jacobs, Ph.D., professor 
of education, department of psychological founda- 
tions and services,, Columbia University. Fee for 
students enrolled for credit is $111 for tuition 
plus a $10 university fee. The conference is de- 
signed primarily for staff members of hospitals, 
rehabilitation centers, mental hygiene clinics, and 
similar facilities. Enrollment will be limited to 25 
students. For information, write Dr. Abraham 
Jacobs, Box 35, Teachers College, Columbia Uni- 
versity, New York 27. 


NORTH DAKOTA 

Dedicate Cancer Research Laboratory.—The Guy 
and Bertha Ireland Laboratory for cancer research 
was formally dedicated March 9-10 at the Univer- 
sity of North Dakota, Grand Forks. Dr. James 
Frederic Danielli, British physiologist, was the main 
speaker. Dr. William E. Cornatzer, head of the 
biochemistry department at UND, presented a 
bound volume of reprints of the publications pro- 
duced in the Ireland Laboratories. The Ireland Re- 
search Laboratory was established in 1953 with a 
bequest of $11,200 from the Irelands. Then, in 1957, 
Mrs. Bertha Ireland gave the department of bio- 
chemistry a grant of $75,000. The laboratory was 
constructed with the $75,000 from Mrs. Ireland, 
$74,190 from the National Institutes of Health, 
$50,000 from the North Dakota Medical Center, 
and $810 from research grants. The building is con- 
structed so that in the future it may be expanded 
for three more floors to match the height of the 
Medical School Building. It has been designed as 
an open laboratory with 11 laboratories and two 
offices, five research laboratories, and a central lab- 
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oratory bench with five chemical hoods. Other 
rooms include a glassware wash room, laboratory 
cold room for enzyme research, high-speed refriger- 
ated centrifuge room, chromatography room, elec- 
trophoresis room, and geiger counter room. Twenty- 
four full- and part-time employees are engaged in 
biochemistry research at the university. 


OHIO 

Dr. Meade Gives Lecture.—The second George M. 
Curtis Lecture was given at the Ohio State Univer- 
sity Health Center May 25 by Dr. Richard H. 
Meade Jr., of Grand Rapids, Mich., who presented 
“The Evolution of Pulmonary Resection.” The 
George M. Curtis Lectureship was established in 
1956 in honor of Dr. Curtis, professor emeritus of 
surgery at the Ohio State University Medical 
School, Columbus. 


OREGON 

Cancer Conference in Portland.—The first annual 

Oregon Cancer Conference, co-sponsored by the 

Oregon State Medical Society, the Oregon Divi- 

sion, American Cancer Society, and the University 

of Oregon Medical School will be held at the 

Library Auditorium of the University, July 16-17, 

in Portland. Two symposiums are planned: 

“Tumors of the Skin” and “Treatment of Cancer of 

the Endometrium.” The following papers are 

scheduled: 

The Present Position of Surgery in the Treatment of Cancer, 
Dr. John E. Dunphy, Boston. 

Precancerous Dermatoses, Dr. Leslie M. Smith, E] Paso, 
Texas. 

Nevi, Juvenile Melanomas, Malignant Melanomas, and Ex- 
perimental Melanomas with Differential Diagnostic Con- 
sideration, Dr. Arthur C. Allen, Miami, Fla. 

Treatment of Skin Cancer, Dr. Smith. 

Viruses and Cancer, Dr. Gilbert J. Dalldorf, New York City. 

Diagnosis and Treatment of Cervix Cancer, Dr. Francis B. 
Carter, Durham, N. C. 

Precision in Radium Therapy, Dr. Gilbert H. Fletcher, 


Houston, Texas. 

Cancer Chemotherapy, Dr. Ralph Jones Jr., Miami, Fla. 
Diagnosis and Treatment of Ovarian Cancer, Dr. Carter. 
Supervoltage Therapy in Pelvic Cancer, Dr. Fletcher. 

At the evening banquet, July 16, Governor Mark 
QO. Hatfield, of Oregon, will speak. The program is 
accepted for category Il credit by the American 
Academy of General Practice. For information, 
write Dr. Martin A. Howard, 1115 S. W. Taylor St., 
Portland 5, Ore., Chairman, Committee on Cancer. 


PENNSYLVANIA 

Art Collection at Hospital.—A collection of 50 paint- 
ings has been loaned to Montefiore Hospital, Pitts- 
burgh, by Mr. and Mrs. Lawrence Rill Schumann, 
Boston art collectors. The Schumanns’ collection is 
comprised of some 800 or 900 paintings from artists 
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throughout the world. Numbering among them are 
works of such famous men as Renoir, Modigliani, 
Matisse, Vlaminck, and Genado. The paintings 
which are exhibited throughout the corridors, din- 
ing rooms, waiting rooms, and lobbies at Montefiore 
are of landscapes, flower designs, and still life. Mr. 
Schumann is the founder and president of the 
Lawrence Rill Schumann Art Foundation in Boston. 
The purpose of the foundation is to lend paintings 
and different subjects of art to hospitals and uni- 
versities, throughout the country. 


Philadelphia 

Society News.—The following are the newly elected 
officers of the Philadelphia Allergy Society: presi- 
dent, Dr. Alexander M. Peters; vice-president, Dr. 
Charles H. Classen; and secretary-treasurer, Dr. 
Sonia Stupniker.——The annual business and scien- 
tific meeting of the Philadelphia Rheumatism So- 
ciety was held on May 21. Election of officers 
followed the program: president, Dr. John Lans- 
bury; vice-president, Dr. Joseph L. Hollander; and 
secretary-treasurer, Dr. William D. Kimler.——At 
the executive session of the Philadelphia Roentgen 
Ray Society May 7, the following officers were 
elected for the year 1959-1960: president, Dr. Her- 
bert M. Stauffer; vice-president, Dr. J. Francis 
Mahoney; secretary, Dr. Robert B. Funch, depart- 
ment of radiology, Germantown Hospital, Phila- 
delphia 44; treasurer, Dr. Randal A. Boyer; and 
councillor-at-large, Dr. John T. Brackin. 


Dr. Mudd Becomes Professor Emeritus.—Dr. Stuart 
Mudd, chairman, Committee on Research, Council 
on Drugs, A. M. A., will relinquish his administra- 
tive duties in the department of microbiology, 
University of Pennsylvania School of Medicine, July 
1, to become professor emeritus of microbiology. 
At the same time, he takes up an active professor- 
ship of microbiology (Henry Phipps Institute) in 
the department of public health and preventive 
medicine in the School of Medicine. He also be- 
comes a project supervisor and consultant to the 
Veterans Hospital in Philadelphia, Sept. 1, and 
holds the office of president of the International 
Association of Microbiological Societies from 1958- 
1962. This is the microbiological division of 
UNESCO and comprises the national microbiologi- 
cal societies of 31 countries. 


Personal.—Dr. I. S. Ravdin, vice-president for medi- 
cal development and John Rhea Barton Professor 
of Surgery at the University of Pennsylvania, was 
appointed to serve a three-year term on the Na- 
tional Advisory Health Council——Dr. Albert P. 
Seltzer was selected by the Veterans of Foreign 
Wars as the “Man of the Year” on May 20.——A tes- 
timonial dinner for Dr. Robert A. Kimbrough Jr., 
director, division of obstetrics and gynecology, 
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Pennsylvania Hospital, since 1951, was held April 8. 
On hand were about 50 physicians who received 
their resident training under Dr. Kimbrough at 
either Pennsylvania or Graduate Hospitals, as well 
as a group of personal friends. A highlight of the 
evening's program was the presentation to Dr. 
Kimbrough of a plaque inscribed as follows: “An 
Affectionate Tribute to Robert Alexander Kim- 
brough, Jr., by his Residents in Appreciation of his 
Tireless Effort and Unfailing Loyalty as_ their 
Teacher, Counselor, and Friend.” 


Symposium Marks Opening of Laboratories.—A 
two-day symposium, “The Structure of Science,” was 
held in Irving Auditorium at the University of 
Pennsylvania April 17 and 18 accompanying the 
formal opening of new laboratories and a new 
museum at the Wistar Institute of Anatomy and 
Biology in Philadelphia. Senator Lister Hill, of 
Alabama, and Dr. LeRoy Burney, surgeon general, 
U.S. Public Health Service, were among the speak- 
ers. Mayor Richardson Dilworth, of Philadelphia, 
welcomed program participants and guests and dis- 
cussed Philadelphia as a center for basic research. 


The reconstructed Wistar Institute of Anatomy and Biology. 


The Wistar Institute, reportedly one of the nation’s 
oldest privately endowed centers of basic biological 
research, was the scene of a reception and a tour 
of its new laboratories and museum April 18 follow- 
ing the afternoon session of the symposium’s second 
day. The institute was founded in 1818 as the Wistar 
Museum. It housed the anatomical collection of Dr. 
Caspar Wistar, professor of anatomy and author 
of a text on this subject. The museum was expanded 
into a biological research institute in 1892 in conse- 
quence of gifts from Gen. Isaac J. Wistar, grand- 
nephew of the founder. The Wistar Institute of 
Anatomy and Biology was formally opened in 1894 
in a new building erected by Gen. Wistar and 
maintained by an endowment which he created. 
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The original Wistar Institute building has been 
completely reconstructed during the past two years 
to provide new laboratories and a new museum. 
The institute is staffed with a team of international 
scientists interested in problems in cellular biology. 


TEXAS 

Personal.—Dr. James R. Schofield was promoted 
from assistant dean of the Baylor University Col- 
lege of Medicine to associate dean. The action was 
taken by the Houston Executive Committee of the 
Board of Trustees at its meeting on Jan. 20——The 
five-year appointment of Dr. Randolph Lee Clark 
Jr., Houston, as chairman, Committee on Cancer, 
American College of Surgeons, effective Sept. 27, 
was announced. 


Dr. Schwarz Honored.—Dr. Edwin G. Schwarz, 
Fort Worth pediatrician, was honored April 7 at 
the eighth annual testimonial dinner given by the 
National Conference of Christians and Jews. Dr. 
Schwarz was cited for his “outstanding professional 
devotion to sick and crippled children of Fort 
Worth.” Reportedly Fort Worth’s first pediatrician, 
Dr. Schwarz organized the original Baby Hospital 
which became Fort Worth Children’s Hospital. He 
is past-president of the Texas Pediatric Society. 


WASHINGTON 


Personal.—On Jan. 21 the appointment of Dr. Archi- 
bald L. Ruprecht as medical director of the Seattle 
pilot outpatient clinic for alcoholics was announced. 
The clinic is to be used as a study project in de- 
termining the effectiveness of outpatient psychiatric 
treatment of selected alcoholics.-—Joan Jackson, 
Ph.D., research instructor, department of psychiatry, 
and Stanley Gartler, Ph.D., research assistant pro- 
fessor, departments of medicine and pediatrics, Uni- 
versity of Washington School of Medicine, Seattle, 
have been named senior research fellows of the Na- 
tional Institutes of Health. 


GENERAL 
Society of Cybernetic Medicine Founded.—The In- 
ternational Society of Cybernetic Medicine was 
recently founded with the purpose of assembling 
researchers engaged in the study of cybernetics 
applied to medicine and biology, and diffusing the 
method of research based on analogic calculus, and 
the use of electronic models. Physicians, biologists, 
engineers, physicists, and mathematicians may be- 
come members of this society. Applications should 
be addressed to the Secretariat-General, presently 
located in Naples, Italy, 348 Via Roma. The society 
by-laws will be sent on request. Prof. Aldo Masturzo 
is president of the acting council. 
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Award for Essay on Goiter.—The American Goiter 
Association again offers the Van Meter Prize Award 
of $300 to the essayist submitting the best manvu- 
script of original and unpublished work concerning 
“Goiter—especially its basic cause.” The studies may 
relate to any aspect of the thyroid gland in all of 
its functions in health and disease. The award will 
be made at the fourth International Goiter Con- 
ference in London, England, July 5-9, 1960, where 
a place on the program will be reserved for the 
winning essayist if he can attend the meeting. For 
1960, the recipient of the award will receive con- 
sideration for a travel honorarium. The essays may 
cover either clinical or research investigations, 
should not exceed 3,000 words in length, and must 
be presented in English. Duplicate typewritten 
copies, double spaced, should be sent to the Secre- 
tary, Dr. John C. McClintock, 149% Washington 
Ave., Albany 10, N. Y., not later than Jan. 1, 1960. 


Report on Decline of Hospital Construct:on.—New 
construction for philanthropic purposes—religious, 
educational, and hospital—totaled $484 million in 
the first quarter of 1959, according to the American 
Association of Fund Raising Counsel, Inc. Private 
hospital construction totaled $142 million, a de- 
crease of 6% from last year. The capital needs of 
American hospitals were estimated by the associa- 
tion to require 501 million dollars annually for the 
next 20 years. Building in 1958 increased 20% over 
1957, and totaled in excess of 600 million dollars, 
almost doubling 1956 expenditures. An estimated 
275 million dollars a year will be required from 
private sources to continue needed capital develop- 
ment, according to the association. The American 
Association of Fund Raising Counsel is a nonprofit 
organization of 28 professional fund-raising firms 
engaged in organizing, counseling, and directing 
fund-raising activities in the United States and 
Canada. Its headquarters is 500 Fifth Ave., New 
York 36. 


Report on Traffic Deaths.—A total of 10,690 persons 
died on the nation’s highways in the first four 
months of this year, the National Safety Council 
reported, This was 4% more than the toll of 10,270 
for the same period last year. Each of the four 
months brought more highway deaths than a year 
ago. The council estimates that highway accidents 
also brought disabling injuries to 400,000 persons 
in the four-month period. Despite the increase in 
traffic deaths, the mileage death rate for the first 
two months of the year (latest travel figures avail- 
able) was the lowest on record for that period. This 
is because travel increased 6% while deaths went 
up 3%. This produced a mileage death rate (deaths 
per 100 million miles of travel) of 5.1, as compared 
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with 5.2 for the same period last year. For the 
four-month period 19 states showed decreases while 
30 had increases. Reports from 712 cities with more 
than 10,000 population showed they had an aggre- 
gate 5% decrease in April. For four months, these 
cities showed a 1% increase over last year. 


Grants for Teaching and Research.—Unrestricted 
grants totaling $1,650,000 to 11 private medical 
schools in support of their teaching-research staff 
were announced by the Josiah Macy Jr. Foundation. 
The action was taken “in recognition of the fact that 
the adequate staffing of medical schools is the 
crucial problem of the national program of medical 
research and teaching.” The foundation made grants 
of $50,000 per annum for a three-year period to 
each of the 11 private schools for strengthening 
their staff, particularly in the medical science de- 
partments. The schools are Yale University School 
of Medicine, New Haven, Conn.; University of 
Chicago, The School of Medicine; Johns Hopkins 
University School of Medicine, Baltimore; Harvard 
Medical School, Boston; Washington University 
School of Medicine, St. Louis; Columbia University 
College of Physicians and Surgeons, New York City; 
Cornell University Medical College, New York 
City; New York University College of Medicine, 
New York City; University of Rochester (N. Y.) 
School of Medicine and Dentistry; Vanderbilt Uni- 
versity School of Medicine, Nashville, Tenn.; and 
Duke University School of Medicine, Durham, N. C. 


Rocky Mountain Conference on Cancer.—The 13th 
annual Rocky Mountain Cancer Conference will 
be held July 22-23 at the Brown Palace Hotel, 
Denver. Dr. John I. Zarit, Denver, president, Colo- 
rado State Medical Society, will open the program 
with an address. Symposiums on cancer of the 
colon and anemia in cancer will be moderated by 
Drs. Kenneth C. Sawyer, and Matthew H. Block, 
respectively. The following papers are scheduled: 


Chemotherapy of the Leukemias and Lymphomas, Dr. Ed- 
ward H. Reinhard, Chicago. 

Tumors of the Thymus Gland, Dr. Benjamin Castleman, 
Boston. 

Cancer of the Prostate, Dr. Louis M. Orr, Orlando, Fla., 
President, A. M. A. 

Carcinoma of the Stomach, Dr. Walter L. Palmer, Chicago. 

Evaluation of Treatment of Carcinoma of the Breast in Its 
Total Pattern, Dr. J. Garrott Allen, Chicago. 

Advances in Cancer Research and Control, Dr. James R. 
Heller, Bethesda, Md. 

Some of the Intangibles Concerning Cancer, Dr. Eugene P. 
Pendergrass, Philadelphia. 


For information write Mr. John W. Pompelli, 


Assistant Executive Secretary, Colorado State Medi- 
cal Society, 835 Republic Bldg., Denver 2. 
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Project to Provide Building Accessibility.—At a con- 
ference held in Washington, D. C., 45 representa- 
tives of national groups recommended that the 
American Standards Association be asked to initiate 
a standards project that would make buildings used 
by the public and their facilities accessible to physi- 
cally handicapped people. At the request of the 
President's Committee on Employment of the 
Physically Handicapped, the association called the 


conference to see if the national groups concerned | 


could agree to try and help solve this problem. The 
meeting disclosed that specifications are needed for 
such things as stairs, doors, elevators, rest-room 
facilities, drinking fountains, and phone booths so 
that the handicapped will be able to use them. A 
draft guide aimed at overcoming some of these 
obstacles was prepared under the auspices of the 
President's Committee with the help of the Veter- 
ans Administration. The conference also recom- 
mended that the proposed national standards proj- 
ect be co-sponsored by the President's Committee 
and the National Society for Crippled Children and 
Adults, Inc. The American Standards Association is 
the national coordinating body for standardization 
in the United States. It is a federation of 122 trade 
associations and technical socicties with more than 
2,000 company members. 


Rehabilitation Fellowship for Australian Physician. 
—The creation of the Frank H. Rowe Memorial 
Fellowship in Rehabilitation for postgraduate train- 
ing in physical medicine and rehabilitation in the 
United States for a physician from Australia was 
announced recently. The fellowship is being given 
by the World Rehabilitation Fund, Inc., in coopera- 
tion with the Australian Advisory Council for the 
Physically Handicapped, the International Society 
for the Welfare of Cripples, and the Smith, Kline, 
and French Foundation. The fellowship was created 
to honor the late Frank H. Rowe, C. B. E., director- 
general of social services, Commonwealth of Aus- 
tralia, 1949-1958, “for his contribution to the 
development of rehabilitation services for the 
physically handicapped internationally.” The fellow- 
ship is for a minimum of one year and is subject to 
renewal. Training will be given at the Institute of 
Physical Medicine and Relhabilitation, New York 
University-Bellevue Medical Center, New York 
City. Preliminary screening will be done by a selec- 
tion committee appointed by the Australian Advi- 
sory Gouncil for the Physically Handicapped. The 
World Rehabilitation Fund is a nonprofit organiza- 
tion supported by American industry, foundations, 
and individuals to assist in the international de- 
velopment of rehabilitation services for the physical- 
ly handicapped. 
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Prevalence of Poliomyelitis.—According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 
May 30, 19590 
May 31, 
Paralytie Total 1958 
Area Type Cases Total 
New England States 
Maine 
New Hampshire 
Vermont 
Massachusetts 
Rhode Island 
Connecticut 
Middle Atlantic States 
New Yor 
New Jersey 
Pennsylvania 
Kust North Central States 
Ohio 
Indiana 
Illinois ... 
Michigan .. 
Wisconsin 
West North Central States 
Minnesota 
lowa 
Missouri 
North Dakota 
South Dakota 
Nebraska 
Kansas 
South Atlantic States 
Delaware 
Maryland 
District of Columbia 
Virginia 
West Virginia 
North Carolina 
South Carolina 
Georgia 
Florida 
Kast South Central States 
Kentucky 
‘Tennessee 
Alabama 
Mississippi 
West South Central States 
Arkansas 
Louisiana 
Oklahoma 
‘Texas 
Mountain States 
Montana 
Idaho 
Wvroming 
Colorado 


New 


Pacifle States 
Washineton 
Orevon 
California 
Alaska 
Hawaii 


48 16 


Corresnondence Course for Record Librarians.— 
Doris Gleason. C. R. L.. executive director, Ameri- 
‘an’ Association of Medical Record Librarians, an- 
nounced a grant to the association of $88,540 from 
the W. K. Kellogg Foundation for establishing an 
extension-correspondence course for hospital em- 
ployed medical record personnel. Named to direct 
the program is Sara McKinney, C. R. L., chief medi- 
cal record librarian at the Hospital of the Univer- 
sity of Pennsylvania, Philadelphia. This educational 
program will be available to all medical record 
personnel in the United States, and is designed to 
provide those who are handicapped by the lack of 
formal education in this specialty with basic train- 
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ing through an in-service educational program. 
Medical record science is taught in some 30 ap- 
proved schools in the country, and a minority of 
medical record librarians reportedly have had the 
advantage of this formal education. The new exten- 
sion-correspondence course is planned to embrace 
25 lessons and one examination, to be completed in 
no less than 15 months and no more than 24 months. 
The course content will include orientation to the 
health, hospital, and medical record fields, medical 
terminology, coding of diseases and operations, and 
the various forms and methods for medical record 
keeping. For information, write the American Asso- 
ciation of Medical Record Librarians, 840 N. Lake 
Shore Drive, Chicago 11. 


Wanted by the FBI.—Clovis Odva Evans was sent- 
enced in Federal Court in Miami, Fla., Nov. 26, 
1954, to one year in prison for passing fraudulent 
checks. His sentence was suspended and he was 
put on probation for three years with the provision 
that he report to his probation officer monthly. He 


Clovis Odva Evans. 


last reported on Sept. 6, 1955, when he told the 
probation officer that he had been arrested about 
three weeks earlier by the Miami Police Depart- 
ment and was charged with breaking and entering, 
grand larceny, and petty larceny, and that he was 
out on bond awaiting trial. He failed to appear for 
his trial, disappeared from his job and residence, 
and has not reported to his probation officer since. 
On Jan. 23, 1956, a Probation Violator’s Warrant 
was issued for his arrest. Since childhood he has 
suffered from nephritis and heart disease. Evans, 
who has used several aliases, is usually known as 
“Bud,” “Buddy,” or “Scott.” He is 35 years old, 6 
ft. in height, weighs 200 Ib., and has light brown 
hair and brown eyes. He has a % in. scar at outside 
corner of his left eye, a growth on the first joint of 
his right thumb; and a scar at the tip of his left 
index finger. He usually wears dark glasses in and 
out of doors, Any physician having information 
about this man should contact the nearest office of 
the Federal Bureau of Investigation. 
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Awards for Service to Disabled.—The International 
Society for the Welfare of Cripples and the Albert 
and Mary Lasker Foundation announced March 15 
that three Albert Lasker awards for outstanding 
achievement in the development of services for the 
physically disabled will be presented at the. so- 
ciety’s eighth World Congress in New York City 
Aug. 30, 1960. The awards, made by the foundation 
through the International Society every third year, 
consist of $2,500 each, a citation and a silver 
statuette of the Winged Victory of Samothrace, 
symbolizing victory over death and disease. Their 
purpose is to emphasize, through the recognition of 
individual and group accomplishments which are 
internationally significant, the importance of de- 
veloping improved services for the disabled persons 
of the world. An international committee will select 
the recipients from nominees proposed by affiliated 
national organizations of the society and other 
organizations carrying out programs for the dis- 
abled in various countries. The International So- 
ciety for the Welfare of Cripples is a federation of 
voluntary organizations in 36 countries and is de- 
voted to global cooperation in the development of 
services for the rehabilitation of handicapped men, 
women, and children. Dr. Howard A. Rusk, New 
York City, 1957 Albert Lasker award winner, is 
serving as president of the ISWC Eighth World 
Congress. The Albert and Mary Lasker Foundation 
established the Albert Lasker Awards in 1944 to 
honor and encourage outstanding achievement in 
medical research and public health administration. 


Health Agency Donations.—Ten major national 
health agencies raised a total of $161,843,030 during 
the past fiscal year, The American Association of 
Fund Raising Counsel, Inc., reported May 13. All 
of the reporting agencies are known to the public 
for their annual national appeals. Individual ex- 
penditures in five major areas of service were re- 
ported by each agency where funds were expended. 
The following shows number of expenditures in 
each area: 


With the exception of one reporting agency show- 
ing 60.6% spent for medical treatments, the general 
disbursement of funds was relatively well balanced 
in each area. The association noted that the pro- 
motion of medical care and health services in the 
United States totals some 20.5 billion dollars a 
year, which is nearly 5% of the gross national prod- 
uct. The current national budget for the promotion 
of health provides 678 million dollars of which 
40.7%, or 276 million dollars, will come from taxes. 
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The public is giving in excess of 162 million dollars 
for national health effort and 276 million dollars 
additional in tax money to promote public health, 
the association said. The American Association of 
Fund Raising Counsel, Inc. is a nonprofit organi- 
zation of 28 professional firms engaged in counsel- 
ing, directing, and organizing fund-raising activities 
in the United States and Canada. 


Call for Gerontological Papers.—The Gerontological 
Society, Inc., announced that the 12th annual 
scientific meeting of the society will be held at the 
Statler Hotel, Detroit, Nov. 12-14, under the theme, 
“New Frontiers of Research and Training in 
Gerontology.” Abstracts of papers should be sub- 
mitted to the chairman of the appropriate section 
for consideration by the program committee. Ab- 
stracts of exhibits should be sent to the chairman of 
the exhibits committee. Chairmen of the five sec- 
tions and exhibits committee are as follows: 

Biological Sciences, Dr. Warren Andrew, department of 
anatomy, University of Indiana, School of Medicine, Indi- 
anapolis 7. 

Clinical Medicine, Dr. Robert T. Monroe, Geriatric Clinic, 
Peter Bent Brigham Hospital, 270 Commonwealth Ave., 
Boston. 

Psychological and Social Sciences, Marion E. Bunch, Ph.D., 
department of psychology, Washington University, St. 
Louis 5. 

Social Welfare, Mr. Jerome Kaplan, Mansfield Memorial 
Homes, Inc., Walpark Building, Mansfield, Ohio. 

General Membership, Mr. Herbert Shore, The Dallas Home 
for the Jewish Aged, 2525 Centerville Road, Dallas, Texas. 

Exhibits Committee Chairman, Dr. Leo Gitman, Brooklyn 
Hebrew Home and Hospital for the Aged, Howard and 
Dumont Avenues, Brooklyn 12. 


Deadline for sending abstracts is July 15. Abstracts 
should be submitted in duplicate, double-spaced, 
and include the title, authors, and institution or 
laboratory of origin. The text of abstracts should 
include the purpose of the investigation, general 
methods, material, and results or conclusions. The 
author should indicate if he will present lantern 
slides. Dr. A. Hazen Price, 62 W. Kirby Ave., De- 
troit, is chairman of the local arrangements commit- 
tee, and Wilma T. Donahue, Ph.D., division of 
gerontology, University of Michigan, Ann Arbor, 
is the program chairman. 


Society News.—The officers elected at the recent 
meeting of the Society for Pediatric Research are: 
president, Dr. Henry L. Barnett, New York City; 
vice-president, Dr. Frederic N. Silverman, Cincin- 
nati; and for council, Drs. Edna H. Sobel, New 
York City, and Forrest H. Adams, Los Angeles. 
Dr. Clark D. West, Cincinnati, is secretary-treas- 
urer.——At the annual meeting of the American 
Goiter Association May 1 the following officers 
were elected: president, Dr. Edwin G. Ramsdell, 
White Plains, N. Y.; president-elect, Dr. Alexander 
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Albert, Rochester, Minn.; first vice-president, Dr. 
Howard R. Mahorner, New Orleans; second vice- 
president, Dr. William A. Meissner, Boston; third 
vice-president, Dr. Ray F. Farquharson, Toronto, 
Canada; secretary, Dr. John C. McClintock, Albany, 
N. Y.; treasurer, Dr. Theodore O. Winship, Wash- 
ington, D. C.; and executive counselor, Dr. Law- 
rence W. Sloan, New York City (for four years). 
The 1960 meeting will be held jointly with the 
London Thyroid Club as the fourth International 
Goiter Conference in London, England, July 5-9, 
in the Royal College of Surgeons.——At the an- 
nual spring meeting of the American Society of 
Facial Plastic Surgery March 18 the following 
officers were elected: president, Dr. Oscar J. Beck- 
er, Chicago; vice-president, Dr. Sam H. Sanders, 
Memphis, Tenn.; treasurer, Dr. Joseph C. Miceli, 
Brooklyn; and secretary, Dr. Samuel M. Bloom, 
123 E. 83rd St., New York 28. The meeting 
previously announced for July 15 will take place 
on July 17 in New York and will be for mem- 
bers only.——The officers of the American Laryn- 
gological Association for 1959-1960 are: president, 
Dr. William J..McNally, Montreal, Canada; secre- 
tary, Dr. Lyman G. Richards, Wellesley Hills, Mass.; 
treasurer, Dr. Francis E. LeJeune, New Orleans; 
and editor, historian, and librarian, Dr. Edwin N. 
Broyles, Baltimore. The 81st annual meeting will 
be held at the Deauville Hotel, Miami Beach, Fla., 
March 18-19, 1960.——At the recent Harvey Cushing 
Society meeting the following officers were elected 
for next year: president, Dr. James L. Poppen, Bos- 
ton; vice-president, Dr. Francis Murphey, Memphis, 
Tenn.; president-elect, Dr. J. Granfton Love, Roch- 
ester, Minn.; historian, Dr. Louise C. Eisenhardt, 
New Haven, Conn.; secretary, Dr. Hendrik J. 
Svien, 200 First St., S. W., Rochester, Minn.; and 
treasurer, Dr. Eben Alexander Jr., Winston-Salem, 
N. C. Dr. Walter E. Stern, Los Angeles, was ap- 
pointed chairman of the program committee for the 
next meeting which will be held in San Francisco. 
——The Holmes Lecture at the 40th annual meeting 
of the New England Roentgen Ray Society May 14 
was delivered by Dr. Leo G. Rigler. His subject 
was “The Place of Radiology in Medical Education.” 
The following officers were elected for the coming 
year: president, Dr. Stanley M. Wyman, Boston; 
president-elect, Dr. Arnold H. Janzen, Hartford, 
Conn.; vice-president, Dr. Donald P. Ham, Green- 
field, Mass.; secretary, Dr. John E. Gary, Brookline, 
Mass.; treasurer, Dr. Lloyd E. Hawes, Boston; and 
executive committee member at large, Dr. Mirle A. 
Kellett, Boston. 


FOREIGN 

Congress on Physical Therapy in Paris.—The third 
International Congress of the World Confederation 
for Physical Therapy will be held in Paris, France, 
Sept. 6-12. The theme of the congress is “Physical 
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Therapy--its Importance in Human Economic and 
Social Development” with emphasis on neurology, 
geriatrics, orthopedic surgery and traumatology, 
rheumatology, heart and chest conditions, aids and 
prostheses, and psychiatry. Information may be ob- 
tained from the American Physical Therapy Asso- 
ciation, 1790 Broadway, New York 19. 


Indian University Develops Biochemistry Depart- 
ment.—Teaching and research in biochemistry at the 
University of Lucknow, India, will be facilitated 
when new laboratories and classrooms are com- 
pleted. To the funds for their construction provided 
by the University Grants Commission of India, the 
Rockefeller Foundation had added 201,700 rupees 
(about $42,800), available during the period end- 
ing March 31, 1962. A major center of higher educa- 
tion in northern India, the University of Lucknow 
has reportedly made a special effort within the past 
few years to develop training and research in bio- 
chemistry. Dr. P. S. Kirshnan has been appointed 
a professor at the university, and posts for two 
assistant professors of biochemistry have been 
created. The first group of graduate students is 
working under Dr. Kirshnan. With the funds pro- 
vided by the University Grants Commission and the 
foundation, the university plans to construct a new 
teaching section, an adjacent research laboratory, 
and an animal house, as well as to augment its 
scientific equipment and library materials in the 
field. 


CORRECTION 

Vascular Accidents to the Brain Stem Associated 
with Neck Manipulation.—In the article by Green 
and Joynt in the May 30 issue, on page 522, line 7 
of the second paragraph, the word pallesthesia 
should be allesthesia. 


EXAMINATIONS 
AND 
LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 

National Board of Medical Examiners: Various Centers: 
Part I only, Sept. 9-10. Examinations must be received at 
least six weeks in advance of a specific examination date. 
Examining centers established after close of registration. 
Exec. Sec., Dr. John P. Hubbard, 133 South 36th St., 
Philadelphia 4. 


EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 
GRADUATES, INC. 

Educational Council for Foreign Medical Graduates: Sta- 
tions around the world, Sept. 22. Final date for filing ap- 
plications is June 22. Succeeding examinations—March 16, 
1960 and Sept. 21, 1960. Exec. Director, Dr. Dean F. 
Smiley, 1710 Orrington Ave., Evanston, IIl. 


EXAMINATIONS AND LICENSURE 


J.A.M.A., June 27, 1959 


BOARDS OF MEDICAL EXAMINERS 

AvasKa:* On application in Anchorage or Fairbanks. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

Anizona:* Reciprocity. Phoenix, July 15-17. Exec. Sec., Mr. 
Robert Carpenter, 826 Security Bldg., Phoenix. 

Cauirornia: Written. Los Angeles, Aug. 17-20; Sacramento, 
October 19-22. Oral. Los Angeles, August 15; San Fran- 
cisco, November 14. Oral and Clinical. Los Angeles, Au- 
gust 16; San Francisco, Nov. 15. Sec., Dr. Louis E. Jones, 
Room 536, 1020 N Street, Sacramento. 

Cororapo:* Examination. Reciprocity. Denver, July 14. Sec., 
Dr. John B. Farley, 712 Republic Bldg., Denver 2. 

Connecticut:* Examination. Hartford, July 14-16. Sec., 
Dr. Staley B. Weld, 160 St. Ronan St., New Haven. 

Detaware: Examination. Dover, July 14-16. Endorsement. 
Dover, July 23. Sec., Dr. Joseph S. McDaniel, Professional 
Bldg., Dover. 

Guam: Subject to Call. Act. Sec., Dr. F. L. Conklin, Agana. 

Hawau: Written. Honolulu, July 13-14. Sec., Dr. I. L. 
Tilden, 1020 Kapiolani St., Honolulu. 

IpanHo: Examination and Endorsement. Boise, July 13. Exec. 
Sec., Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 

Inuinots: Examination. Chicago, July 7-10. Reciprocity. Chi- 
cago, July 10. Supt. of Registration, Mr. Frederic B. 
Selcke, Capitol Building, Springfield. 

Maine: Examination and Reciprocity. Augusta, July 14-16. 
Sec., Dr. Stephen A. Cobb, Sanford. 

Montana: Examination and Reciprocity. Helena, Oct. 6. Sec., 
Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 

New Hampsuirne: Examination and Reciprocity. Concord, 
Sept. 9-12. Sec., Dr. Edward W. Colby, 107 State House, 
Concord. 

Nortu Canrouina: Endorsement. Blowing Rock, July 24. 
Sec., Dr. Joseph J. Combs, Professional Bldg., Raleigh. 
Nortu Daxora: Examination and Reciprocity. Grand Forks, 

July 8-11. Sec., Dr. C. J. Glaspel, Box 228, Grafton. 

Orecon:* Examination. Portland, July 7-9. Reciprocity and 
Endorsement. Portland, July 9-11. Exec. Sec., Mr. Howard 
I. Bobbitt, 609 Failing Bldg., Portland. 

PENNSYLVANIA: Examination and Endorsement. Philadelphia 
and Pittsburgh, July 1-3. Sec., Mrs. Margaret G. Steiner, 
Box 911 Harrisburg. 

Puerto Rico: Examination. San Juan, Sept. 8. Sec., Dr. 
Joaquin Mercado Cruz, Box 9156, Santurce. 

RuoveE Istanp:* Examination and Endorsement. Providence, 
July 2-3. Administrator, Mr. Thomas B. Casey, 366 State 
Office Bldg., Providence. 

Sourn Daxora:* Examination, Sioux Falls, Aug. 25-26. 
Exec. Sec., Mr. John C, Foster, 300 First National Bank 
Bldg., Sioux Falls. 

Uran: Examination and Reciprocity. Salt Lake City, July 
8-10. Dir., Mr. Frank E. Lees, 324 State Capitol Bldg., 
Salt Lake City 1. 

WasuincTon:* Examination. Seattle, July 13-15. Adminis- 
trator, Mr. Thomas A. Carter, Capitol Bldg., Olympia. 
West Virncinia: Examination. Charleston, July 13-15. Reci- 
procity and Endorsement, July 13. Sec., Dr. Newman H. 

Syer, State Office Bldg., No. 3, Charleston 5. 

Wisconsin:* Written. Milwaukee, July 14-16, Reciprocity. 
Milwaukee, July 15. Sec., Dr. Thomas W. Tormey, Jr., 
1140 State Office Bldg., Madison. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Iowa: Examination. Des Moines, July 14. Sec., Dr. Elmer W. 
Hertel, Waverly. 

OxiaHoMa: Examination. Oklahoma City, Sept. 25-26. Exec. 
Sec., Mrs. L. Haidek, 813 Braniff Bldg., Oklahoma City. 

TENNESSEE: Examination. Memphis, June 30-July 1. Sec., Dr. 
O. W. Hyman, 62 South Dunlap St., Memphis 3. 

Wasuincton: Examination. Seattle, July 8-9. Sec., Mr. 
Thomas A. Carter, Capitol Bldg., Olympia. 


*Basic Science Certificate required. 
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GOVERNMENT SERVICES 


AIR FORCE 


International Air Show.—The Air Force School of 
Aviation Medicine participated in the 23rd Inter- 
national Air Show in Paris in June. The air show 
celebrated the 50th anniversary of the first inter- 
national exposition, devoted solely to aeronautical 
science, and Bleriot’s first flight across the English 
Channel. Col. Robert H. Blount, deputy comman- 
dant of the school, attended with a display of the 
physiological instruments evolved by the school 
for use in advanced scientific projects. 


New U. S. A. F. Hospital—The 100-bed United 
States Air Force Hospital at Forbes Air Force Base, 
Kansas, was opened in March. It will provide the 
following services: aviation medicine, general med- 


icine, general surgery, obstetrics and gynecology, 
pediatrics, and radiology. Col. Jack F. Burnett, 
U. S. A. F., M. C., is commander of the hospital. 


School of Aviation Medicine.—The Air Force School 
of Aviation Medicine will move from Randolph 
Air Force Base, near San Antonio, Texas, to new 
multimillion dollar quarters southwest of the city, 
in July. Of the seven buildings comprising the new 
institution, the Flight Medicine Laboratory, the 
Academic Building, and the Research Laboratory 
Shops are already occupied. 


NAVY 


Personal.—Capt. John W. Albrittain, Medical Corps, 
is now head of the Medical Corps Training Sec- 
tion, Training Branch, Bureau of Medicine and 
Surgery. Prior to his present assignment, he was 
on duty at the U.S. Naval Hospital, National 
Naval Medical Center, Bethesda, Md. 


VETERANS ADMINISTRATION 


Personal.—Dr. Thomas M. Arnett, Veterans Admin- 
istration area medical director in Trenton, N. J., 
was appointed deputy director for planning in the 
VA Department of Medicine and Surgery in Wash- 
ington, D. C., where he will assist Dr. Irvin J. 
Cohen, the VA assistant chief medical director for 
planning. 
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PUBLIC HEALTH SERVICE 


New Pamphlet.—“The Report of the U. S. Public 
Health Mission to the Union of Soviet Socialist 
Republics” (PHS publication 649) may be pur- 
chased from the Superintendent of Documents, 
U. S. Government Printing Office, Washington 25, 
D. C., at 45 cents a copy. This report contains the 
findings of a mission of five doctors who visited 
the Soviet Union in 1957. They traveled 8,500 miles 
and visited 61 institutions in nine cities in five of 
the Soviet Republics. They found that the problem 
of medical care in the Soviet Union has been 
tackled with great vigor. There is a high ratio of 
physicians to total population, but the Soviet gov- 
ernment has deliberately focused on quantity and 
widespread coverage of personnel and services at 
the expense of quality. There are, however, certain 
ingredients in their political system which permit 
astonishingly rapid change-over and developments 
in medicine as impressive as the appearance of the 
first man-made earth satellite. Pestilential diseases 
and the diseases of filth have been substantially 
brought under control. Malaria as a significant 
health problem is on the way to eradication. 
Venereal disease has been mastered, but tuber- 
culosis remains a plague. 

The five-man mission consisted of Dr. Thomas 
Parran, Chairman, former Surgeon General of the 
U. S. Public Health Service; Dr. Otis L. Anderson, 
Assistant Surgeon General for Personnel and Train- 
ing, Public Health Service; Dr. Henry van Zile 
Hyde, Assistant to the Surgeon General for Inter- 
national Health, Public Health Service; Dr. Mal- 
colm Merrill, California State Director of Public 
Health; and Dr. Leonid S. Snegireff, Associate Pro- 
fessor of Cancer Control, Harvard School of Pub- 
lic Health. 


Preventing Hot Weather Diseases.—Suggestions for 
avoiding the diseases and accidents that take their 
heaviest toll in hot weather such as poliomyelitis, 
diarrhea, heat stroke and prostration, sunburn, 
swimming hazards, water-borne diseases, tetanus, 
poison ivy, plant allergies, rabies, snake bites, and 
insect hazards are given in a series of health leaflets 
prepared by the Public Health Service. Single 
copies may be obtained by writing the Public 
Health Service, Washington 25, D. C. 


Dr. Ravdin on Health Council.—Dr. Isidor S. Rav- 
din, Vice-president for Medical Development at the 
University of Pennsylvania, was appointed to serve 
a three-year term on the National Advisory Health 
Council in which capacity he will advise and make 
recommendations to the surgeon general of the 
Public Health Service on matters relating to health 
activities and functic:s of the service. He will also 
advise on the activities of the Division of General 
Medical Sciences of the National Institutes of 
Health. 
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Bartels, Richard Rauch @ Albuquerque, N. M.; 
Chicago Medical School, 1930; member of the 
American Trudeau Society; from 1943 to 1947 
medical director of the New Mexico State Tuber- 
culosis Sanatorium in Socorro; died in the Presby- 
terian Hospital April 3, aged 60. 


Beagle, John S. @ Sidney, Mont.; the Hahnemann 
Medical College and Hospital, Chicago, 1896; died 
April 2, aged 85. 


Bivings, Charles Knox ® Albuquerque, N. M.; Uni- 
versity and Bellevue Hospital Medical College, 
New York City, 1923; interned at the Bellevue 
Hospital in New York City; fellow of the American 
College of Surgeons; veteran of World War I; as- 
sociated with Presbyterian Sanatorium and St. 
Joseph Sanatorium and Hospital; died in Mexico 
April 3, aged 60. 


Blachly, Lucile Spire ® Oklahoma City, Okla.; 
Rush Medical College, Chicago, 1916; member of 
the American Rheumatism Association; served as 
director of child hygiene for the state health de- 
partment; died April 2, aged 76. 


Carnes, Edwin Hammond ® Hartford, Conn.; born 
in Thomastown, Miss., June 22, 1897; University 
of Tennessee College of Medicine, Memphis, 1921; 
fellow of the American College of Surgeons; mem- 
ber of the Aero Medical Association; pursued an 
extensive and varied career in the U. S. Public 
Health Service from which he retired March 1, 
1956; formerly senior medical officer at the U. S. 
Coast Guard Academy in New London; received 
the Army Commendation Ribbon for his contribu- 
tion to the Alaska Military Highway project in 
1943; served as director of the U. S. Marine Hos- 
pital in New Orleans; for many years chief medical 
officer in charge of the U. S. Marine Hospital in 
Memphis, Tenn.; at one time first vice-president of 
the Memphis Symphony Society; chief of the divi- 
sion of hospitals of the state department of health; 
died in St. Francis Hospital April 13, aged 61. 


Cregar, Peter Bodine, Plainfield, N. J.; University 
of Pennsylvania Department of Medicine, Phila- 
delphia, 1899; for many years associated with the 
Muhlenberg Hospital, where he died April 8, 
aged 88. 


Danforth, Theodore Loring, Buffalo; Johns Hopkins 
University School of Medicine, Baltimore, 1936; 
interned at Buffalo General Hospital in Buffalo 
and the Franklin Square Hospital in Baltimore; 


DEATHS 


@ Indicates Member of the American Medical Association. 
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served a residency in psychiatry at Sheppard and 
Enoch Pratt Hospital in Towson, Md., and Butler 
Hospital in Providence, R. I.; died in Stamford Hall 
in Stamford, Conn., Jan. 3, aged 49. 


Davis, Clara M. ® Winnetka, Ill.; University of 
Michigan Department of Medicine and Surgery, 
Ann Arbor, 1904; member of the American Acad- 
emy of Pediatrics; served with the Red Cross 
overseas during World War I; formerly associated 
with the Children’s Memorial Hospital in Chicago; 
died April 8, aged 80. 


Delany, George Joseph, New York City; Columbia 
University College of Physicians and Surgeons, 
New York City, 1936; specialist certified by the 
American Board of Surgery; fellow of the American 
College of Surgeons; veteran of World War II; on 
the staff of St. Vincent’s Hospital and secretary of 
its alumni association; died April 6, aged 48. 


Derrington, Albert Emry ® Kansas City, Mo.; Uni- 
versity of Kansas School of Medicine, Kansas City, 
Kan., 1945; interned at the Naval Hospital in Ports- 
mouth, Va.; served in the Naval Reserve from July 
2, 1945 to Dec. 29, 1946; on the medical staffs of 
Providence Hospital in Kansas City, Kan., Research, 
and St. Mary’s hospitals; died March 14, aged 37, 
aboard an ocean liner bound for Italy. 


Fike, Ralph Llewellyn @ Wilson, N. C.; born in 
Union, S. C., March 14, 1905; Medical College of 
South Carolina, Charleston, 1932; member of the 
American Academy of General Practice; past- 
president of the Wilson County Medical Society 
and the Fourth District Medical Society; served 
as chairman of the board of education; the new 
senior high school in Wilson was named in his 
honor last year; the Wilson unit of the North Caro- 
lina Education Association named him “Layman of 
the Year in Education” in 1956; past-president of 
the North Carolina School Boards Association; a 
director of the North Carolina Tuberculosis Asso- 
ciation; for many years associated with the Wood- 
ward-Herring Hospital, where he died March 30, 
aged 54. 


Fish, Ezra Simpson ® Camarillo, Calif.; born in 
Meadville, Pa., in 1886; University of Pennsylvania 
School of Medicine, Philadelphia, 1912; specialist 
certified by the American Board of Pediatrics; 
member of the American Academy of Pediatrics; 
emeritus professor of pediatrics at the University 
of Southern California School of Medicine in Los 
Angeles; during World War I served as a captain 
in the Cabot Medical Unit with the British Forces; 
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bacteriologist for the Rhode Island State Board of 
Health from 1914 to 1916; on the staff of the Chil- 
drens Hospital and the Hospital of the Good 
Samaritan in Los Angeles, where he died April 5, 
aged 72. 


Floersch, Michael A. ® Topeka, Kan.; John A. 
Creighton Medical College, Omaha, 1900; on the 
staff of St. Francis Hospital; died March 31, 
aged 83. 


Gillespie, S. Crawford ® Asheville, N. C.; Univer- 
sity of Cincinnati College of Medicine, 1932; veter- 
an of World War II; staff member of Memorial 
Mission, St. Joseph’s and Aston Park hospitals; died 
April 2, aged 58. 


Grothaus, John B. ® Hamilton, Ohio; Medical Col- 
lege of Ohio, Cincinnati, 1894; died in the Mercy 
Hospital March 9, aged 91. 


Jaffe, Nathan Bernard, New York City; University 
of Vermont College of Medicine, Burlington, 1917; 
fellow of the American College of Gastroenterol- 
ogy; member of the American Trudeau Society and 
the Association of Military Surgeons of the United 
States; died in St. Vincent’s Hospital March 22, 
aged 69. 


Jarzab, Walter Anthony ® Niagara Falls, N. Y.; 
Hahnemann Medical College and Hospital of Phil- 
adelphia, 1934; associated with Mount St. Mary’s 
and Memorial hospitals; died March 16, aged 49. 


Kempf, Arthur Reginald ® Springfield, Tenn.; Uni- 
versity of Tennessee College of Medicine, Memphis, 
1905; past-president of the Robertson County Med- 
ical Association; veteran of World War I; on the 
staff of the Jesse Holman Jones Hospital; past-pres- 
ident of the Springfield Lions Club; died in the 
Jesse Holman Jones Hospital March 3, aged 75. 


Kistler, Chester K. ® Reading, Pa.; Jefferson Medi- 
cal College of Philadelphia, 1897; past-president of 
the Berks County Medical Society; veteran of World 
War I; emeritus consultant in medicine at St. Jo- 


seph’s Hospital; died March 27, aged 85. 


Kitchen, Philip Gordon @ Pocono Lake, Pa.; Uni- 
versity of Pennsylvania School of Medicine, Phila- 
delphia, 1911; member of the American Academy of 
General Practice; died in the General Hospital of 
Monroe County, East Stroudsburg, March 28, aged 
73. 


Koscianski, Leo Casimer ® Rochester, N. Y.; Uni- 
versity of Buffalo School of Medicine, 1924; member 
of the American Academy of General Practice; vet- 
eran of World War I; a staff member of the St. 
Mary’s Hospital, where he died March 24, aged 59. 


La Camera, Frank ® Warren, Ohio; University of 
Cincinnati College of Medicine, 1921; member of 
the American Academy of General Practice; on the 
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staffs of the Trumbull Memorial and St. Joseph’s 
Riverside hospitals; died in the Southside Unit 
of the Youngstown Hospital, March 22, aged 65. 


Leach, William Otto ® La Crescenta, Calif.; Wis- 
consin College of Physicians and Surgeons, Mil- 
waukee, 1908; veteran of World War I; member of 
the Association of Military Surgeons of the United 
States; affiliated with Glendale Sanitarium and Hos- 
pital and the Memorial Hospital of Glendale; died 
in the Mission Sanitarium in Glendale March 8, 
aged 82. 


Lee, J. Marshall ® Newton Grove, N. C.; Medical 
College of Virginia, Richmond, 1916; served as a 
member of the North Carolina General Assembly; 
died March 15, aged 73. 


Liburt, Joseph ® Huntington, N. Y.; Detroit College 
of Medicine and Surgery, 1925; specialist certified 
by the American Board of Proctology; veteran of 
World War I; associated with South Side Hospital 
in Bay Shore, Central Islip (N. Y.) State Hospital, 
and the Huntington (N. Y.) Hospital, where he died 
March 26, aged 60. 


Livingston, Fred Johnson ® Macedonia, Ohio; Uni- 
versity of Toronto Faculty of Medicine, Toronto, 
Ont., Canada, 1913; member of the American Psy- 
chiatric Association; served with the Royal Medical 
Corps and the Royal Canadian Medical Corps in 
World War I; in 1937 joined the staff of Hawthorn- 
den State Hospital; died in Huron Road Hospital in 
East Cleveland March 19, aged 68. 


Lobsenz, Moses ® New York City; University and 
Bellevue Hospital Medical College, New York City, 
1911; specialist certified by the American Board of 
Obstetrics and Gynecology; fellow of the American 
College of Surgeons; veteran of World War I; for 
many years on the staff of the Beth David Hospital; 
died in Lenox Hill Hospital March 29, aged 72. 


Luckemeyer, Carl Joseph, St. Cloud, Minn.; Mar- 
quette University School of Medicine, Milwaukee, 
1943; member of the American Academy of General 
Practice; from 1953 to 1955 in the military service; 
president-elect of the staff of St. Cloud Hospital, 
where he died March 13, aged 41. 


MacKnight, William Frank ® Fall River, Mass.; 
Harvard Medical School, Boston, 1913; veteran of 
World War I; served as chairman of the board of 
health and the board of trustees of the Fall River 
General Hospital; died in St. Anne’s Hospital March 
20, aged 71. 


McCann, Florence Edith ® Milwaukee; University 
of Illinois College of Medicine, Chicago, 1914; 
served on the staffs of Milwaukee and Columbia 
hospitals; until 1954 medical director of the Planned 
Parenthood Clinic, of which she was founder; a 
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founder of the Milwaukee Goodwill Industries; died 
in the Milwaukee County Hospital, Wauwatosa, 
March 19, aged 72. 


McGuire, M. Ruth @ Detroit; University of Illinois 
College of Medicine, Chicago, 1916; affiliated with 
Woman's Hospital; medical director of the Merrell 
Palmer School; died in the Woman’s Hospital March 
22, aged 65. 


O’Crowley, Clarence Rutherford ® Christmas Cove, 
Maine; born in Newark, N. J., May 8, 1880; Co- 
lumbia University College of Physicians and Sur- 
geons, New York City, 1904; veteran of the Spanish- 
American War and World War I; specialist certified 
by the American Board of Urology; member and 
past-president of the American Urological Associa- 
tion and the American Association of Genito- 
Urinary Surgeons; fellow of the American College 
of Surgeons; past-president of the New York Uro- 
logical Society, Essex County (N. J.) Medical So- 
ciety, Essex County (N. J.) Pathological and Ana- 
tomical Society, and the Society of Surgeons of New 
Jersey; in 1947 received the Edward J. Ill Award 
from the Academy of Medicine of Northern New 
Jersey; formerly instructor in urology at the New 
York Post-Graduate Medical School and Hospital 
in New York City, and assistant professor of urology 
at the Medico-Chirurgical College, Graduate School 
of Medicine, University of Pennsylvania, Philadel- 
phia; formerly practiced in Newark, N. J., where he 
was associated with the Newark City Hospital, 
Newark Beth Israel Hospital, and Presbyterian 
Hospital; consultant in urology at many hospitals 
in New Jersey; served on the staff of St. Mary’s Hos- 
pital in Orange; on the staff of the Miles Memorial 
Hospital in Damariscotta; served on the advisory 
board of The Urologic and Cutaneous Review and 
the American Journal of Surgery; died March 28, 
aged 78. 


Okel, James LeRoy, Lieut., M. C., U. S. Navy, 
Montgomery, Ala.; Medical College of Alabama, 
Birmingham, 1957; interned at Naval Hospital in 
Oakland, Calif.; appointed an ensign in the U. S. 
Naval Reserve in April, 1955, and commissioned a 
lieutenant in the U. S. Navy in June, 1957; reported 
for active duty on June 26, 1957; a student flight 
surgeon, attached to the School of Aviation Medi- 
cine at the Naval Air Station in Pensacola, Fla.; 


died March 4, aged 26. 


Pilling, George Platte Jr. ® Philadelphia; Jefferson 
Medical College of Philadelphia, 1903; member of 
the American Urological Association; died Feb. 23, 
aged 86. 

Pretlow, William Ribble ® Warrenton, Va.; Med- 
ical College of Virginia, Richmond, 1934; interned 
at the Medical College of Virginia Hospital Division 
in Richmond; member of the American Academy 
of General Practice; on the staff of the Fauquier 
Hospital; died March 29, aged 49. 
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Ray, Richard Horace ® Corpus Christi, Texas; St. 
Louis University School of Medicine, 1936; veteran 
of World War II; on the staffs of Spohn, Memorial 
and Driscoll Foundation hospitals; died in Phoenix, 
Ariz., April 2, aged 47. 


Rivenburgh, Willard T. ® Middleburg, N. Y.; Uni- 
versity of Buffalo School of Medicine, 1886; past- 
president of the Schoharie County Medical Society; 
served as president of the board of education; at 
one time held a position as school inspector with 
the New York State Health Department at Albany; 
for many years coroner of Schoharie County; served 
as health officer of the village and town of Middle- 
burg and the towns of Fulton, Blenheim, and 
Gilboa; died in the Ellis Hospital, Schenectady, 
March 24, aged 95. 


Rosen, William ® New Bedford, Mass.; Medical 
School of Maine, Portland, 1912; since 1935 med- 
ical examiner for the Bristol South District; asso- 
ciated with St. Luke’s Hospital; died March 27, 
aged 69. 


Ryan, Thomas Joseph ® Philadelphia; born in Gil- 
berton, Pa., Dec. 4, 1896; University of Pennsylvania 
School of Medicine, Philadelphia, 1919; specialist 
certified by the American Board of Surgery; certi- 
fied by the National Board of Medical Examiners; 
fellow of the American College of Surgeons; mem- 
ber of the Philadelphia Academy of Surgery; past- 
president of the Delaware County Medical Society; 
a member of the board of directors of the Associated 
Hospital Service of Philadelphia; member of the 
lay board of directors of Villanova University; a 
member of the board of directors of the Medical 
Club of Delaware County; director of surgery at 
Fitzgerald Mercy Hospital in Darby, Pa.; since 
1920 a member of the staff and since 1953 medical 
director of the Misericordia Hospital, where he was 
a member of the lay advisory board, and where he 
died April 2, aged 63. 


Salley, E. McQueen @ Hendersonville, N. C.; Uni- 
versity of Maryland School of Medicine, Baltimore, 
1905; for many years physician for the Southern 
Railway; died March 15, aged 78. 


Scott, Hamil Smyth, Kingsport, Tenn.; Medical Col- 
lege of Virginia, Richmond, 1906; veteran of World 
War I; died in the Veterans Administration Hos- 
pital, Roanoke, Va., March 14, aged 79. 


Snead, Calvin Bee Harris, Columbia, Tenn.; 
Meharry Medical College, Nashville, Tenn., 1916; 
died March 7, aged 76. 


Sosman, Merrill Clary ® Boston; born in Chillicothe, 
Ohio, June 23, 1890; Johns Hopkins University 
School of Medicine, Baltimore, 1917; specialist certi- 
fied by the American Board of Radiology; professor 
emeritus of radiology at Harvard Medical School, 
where he joined the faculty in 1922 as an instructor 
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in roentgenology, subsequently serving as assistant 
professor, clinical professor, clinical professor of 
radiology, and professor of radiology; vice-chair- 
man, Section on Radiology of the American Med- 
ical Association, 1938-1989, and chairman, 1939- 
1940; member and past-president of the Harvey 
Cushing Society and the American Roentgen Ray 
Society; in 1947 Caldwell lecturer; past-president 
of the New England Roentgen Ray Society; in 1947 
George W. Holmes lecturer; member of the Radio- 
logical Society of North America and in 1957 re- 
ceived its gold medal; member of the American 
College of Radiology, American Academy of Arts 
Sciences, and Sigma Xi; fellow of the American 
Association for the Advancement of Science; served 
in the regular Army; veteran of World War I; con- 
sultant in radiology at the Massachusetts General 
Hospital; chairman emeritus of the radiology de- 
partment at the Peter Bent Brigham Hospital, 
where a portrait of him was unveiled in 1947 by 
his colleagues; served on the staffs of the Children’s 
Hospital, and Boston Psychopathic Hospital in 
Boston, and Cape Cod Hospital in Hyannis; died 
in the Peter Bent Brigham Hospital March 28, 
aged 68. 


Stein, Aron ® Philadelphia; Medizinische Fakultit 
der Universitat, Wien, Austria, 1930; member of the 
American Academy of General Practice; associated 
with Frankford Hospital and the Albert Einstein 
Medical Center; died Feb. 23, aged 62. 


Stephenson, Albert Otto ® Chicago; Chicago Med- 


ical School, 1926; veteran of World War I; for 
many years on the staff of the Jackson Park Hos- 
pital; died March 28, aged 65. 


Tanner, Evans Martindale ® Bluefield, W. Va.; 
Medical College of Virginia, Richmond, 1908; long 
time member of the medical staff of Bluefield Sani- 
tarium; died in Staunton, Va., March 30, aged 80. 


Thomason, Eddie Houston ® Olanta, S. C.; Medical 
College of South Carolina, Charleston, 1931; charter 
member of the American Academy of General 
Practice; past-president of the Florence County 
Medical Society; veteran of World War II; for 12 
years a trustee of the Olanta High School; died in 
the Johns Hopkins Hospital, Baltimore, March 28, 
aged 50. 


Trapold, Augustine Charles ® Akron, Ohio; Uni- 
versity of Pennsylvania School of Medicine, Phila- 
delphia, 1919; formerly practiced in Wilkes-Barre, 
Pa., where he was city school director and on the 
staff of the Mercy Hospital; during World War II 
served in Norway with an American Scandinavian 
Field Hospital unit; died March 19, aged 62. 


Turner, William Reson ® Fort Dodge, Iowa; Drake 
University College of Medicine, Des Moines, 1908; 
died in the Mercy Hospital March 25, aged 74. 
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Vaughn, Esther A. Brown, Louisville, Ky.; Louis- 
ville National Medical College, Medical Depart- 
ment State University, Louisville, Ky., 1905; died 
March 19, aged 78. 


Vetkoskey, Caroline @: Havertown, Pa.; Woman's 
Medical College of Pennsylvania, Philadelphia, 
1922; certified by the National Board of Medical 
Examiners; associated with the Delaware County 
Hospital in Drexel Hill, Pa., and the Woman's Hos- 
pital in Philadelphia; died April 3, aged 62. 


Ward, Harley E. ® Pemberville, Ohio; Physio- 
Medical College of Indiana, Indianapolis, 1902; for 
many years surgeon for the New York Central Rail- 
road; for 16 years a member of the school board; 
died March 20, aged 84. 


Warnell, John Braxton ® Cairo, Ga.; Atlanta Col- 
lege of Physicians and Surgeons, 1900; served on 
the state board of medical examiners; formerly 
mayor and member of the city council; died March 
12, aged 81. 


Watson, Samuel Park, New Bern, N. C.; University 
of Maryland School of Medicine, 1901; at one time 
associated with the New York City Board of Health; 
died March 16, aged 86. 


Weiswasser, E. Frank ® Rego Park, N. Y.; 
L. R. C. P., of Edinburgh, L. R. C. S., Edinburgh, 
and L. R. F. P., & S., of Glasgow, Scotland, 1947; 
interned at the Lebanon Hospital in New York City; 
served on the staffs of the Jamaica and Queens 
General hospitals in Jamaica; died in the Forest 
Hills (N. Y.) General Hospital, March 9, aged 45. 


Westbrooks, Orlando L., Nashville, Tenn.; Meharry 
Medical College, Nashville, 1932; died in the 
George W. Hubbard Hospital of Meharry Medical 
College March 20, aged 58. 


Whalen, Joseph Francis ® Evanston, Wyo.; Uni- 
versity of Nebraska College of Medicine, Omaha, 
1927; veteran of World War II; past-president of 
the Uinta County Medical Association; member of 
the American Psychiatric Association; superintend- 
ent and medical director of the Wyoming State 
Hospital; died March 21, aged 55. 


Woodhouse, George Raymond ® Vinton, Iowa; 
State University of Iowa College of Medicine, lowa 
City, 1908; for many years secretary-treasurer of 
the Benton County Medical Association, of which 
he was past-president; served as secretary of the 
park board, of which he was a member for 30 years; 
affiliated with Virginia Gay Hospital; president of 
the Vinton Building and Loan Association; died in 
St. Luke’s Hospital in Cedar Rapids, March 18, 
aged 75. 


Woodland, Charles Theodosius ® Baltimore; How- 
ard University College of Medicine, Washington, 
D. C., 1929; vice-president of the staff of the Provi- 
dent Hospital; died March 25, aged 55. F 
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FOREIGN LETTERS 


AUSTRIA 


Treatment of Subdural Hematoma.—At the meet- 
ing of the Society of Physicians in Vienna on April 
3, Dr. A. Gund of Bad Ischl stated that the mortal- 
ity rate from chronic subdural hematoma is still 
exceedingly high (about 20%) despite the simplicity 
of the operation for its relief. This may be the result 
of postoperative complications, particularly hypo- 
tension. Since intraspinal injections of isotonic 
sodium chloride solution in the course of the opera- 
tion have been used to prevent hypotension, the 
death rate among the speaker's patients has been 
greatly reduced. It is not known whether the favor- 
able effect was due to a change in the pressure con- 
ditions or to the rapid formation of adhesions 
between the hematoma surfaces. 


Autonomic Nervous System.—At the same meeting 
Dr. G. Lassmann stated that an attempt was made 
to find a relationship between clinical observations 
and a tendency to hyperplasia of the peripheral 
autonomic nervous system. The capacity for hyper- 
plasia is in a similar way inherent in the ganglion 
cells and in the protoplasmic end-formations. It 
occurs in the ganglionic regulation centers in the 
form of compensatory hypertrophy which occasion- 
ally leads to the destruction of the cellular elements, 
and it has been described in patients with periph- 
eral circulatory disturbances. Similar behavior has 
also been observed in a patient with bilateral sym- 
pathectomy for hypertensive disease. 

The hyperplasia of the end-formations which 
leads to the formation of neuromas is of great clin- 
ical significance because it is associated with symp- 
toms which may already be recognized. The ap- 
pendix is an ideal test organ for this new growth, 
whose causes and extent are not yet known. The 
formation of a neuroma in this organ, which can be 
confirmed easily because this organ is easily visible, 
may represent a process which is limited locally 
and is, therefore, surgically curable, or it may rep- 


resent the local acme of a multilocular growth. In 


the latter case the presence of a neuroma, which has 
been confirmed by operation, will induce the physi- 
cian to consider and to analyze the continued symp- 
toms from a different point of view. It is hoped 
that a meaningful consideration of the findings in 
the peripheral autonomic nervous system in com- 
bination with anatomicopathological and clinical 
considerations may lead to a desirable widening of 
our knowledge. 


The items in these letters are contributed by regular correspondents 
in the various foreign countries, 


BRAZIL 


Institute of Tropical Medicine.—The Institute of 
Tropical Medicine of Sao Paulo, a part of the School 
of Medicine of the University of Sao Paulo, was 
opened in January. This new institute has a de- 
partment of microbiology and immunology under 
the direction of Dr. C. S. Lacaz, a department of 
parasitology headed by Dr. A. D. F. Amaral, and 
wards for tropical and infectious diseases under 
the direction of Dr. J. A. Meira. The Institute’s 
administrative board is composed of the director of 
the faculty, Prof. J. A. Pupo, and the three above- 
mentioned professors. A modern rickettsial and viral 
laboratory building, also part of the institute, is 
almost finished. 


CANADA 


Mental Depression.—_In March the department of 
psychiatry of McGill University, Montreal, organ- 
ized an international conference on mental depres- 
sion. Lehmann of Montreal pointed out the lack of 
experimental data on depression and the impossi- 
bility of making the diagnosis on objective grounds. 
He believed that the differential diagnosis of en- 
dogenous or reactive depression should be made, 
however difficult. Sargant of London, England, 
agreed that a classification of depression was neces- 
sary, if only to prevent therapeutic mistakes, and 
suggested that the response to treatment might be 
a help to classification. Cleghorn of Montreal pro- 
posed the terms “manifest and latent depressive 
affect” for patients with and without somatic symp- 
toms associated with depression. Noting the wide 
variety of somatic complaints which might either 
accompany or mask depression, he observed that no 
diagnostic help could be obtained from laboratory 
studies. 

Lunn of Copenhagen favored the concept of 
depressive equivalents, and thought it hard to dis- 
tinguish between psychological and somatic com- 
plaints; for example, fatigue might be physical or 
mental. Hoch of New York doubted that different 
psychodynamic mechanisms could be demonstrated 
in different types of depression; depression could 
scarcely be predicted from a study of a premorbid 
personality. The role of psychotherapy in association 
with electroshock or drug therapy has not been 
proved, and psychotherapy, as the sole treatment 
in endogenous depression, does not give impressive 
results. The preventive role of psychotherapy is also 
doubtful. Roth of Durham, England, found it dif- 
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ficult to distinguish at times between anxiety 
neurosis and depression, but believed that the dis- 
tinction was necessary because of the unfortunate 
consequences of electroshock in the former con- 
dition. 

The question of treatment of depression centered 
mainly around electroshock and imipramine. Hoff 
of Vienna thought that electroshock still gave the 
best results in endogenous depression (success in 
80%) but had also treated patients with imipramine 
by parenteral injection or by mouth. Imipramine 
produced euphoria in depressed but not in normal 
persons. Hoff started with administration of 150 to 
250 mg. of imipramine by injection daily, switching 
to oral doses of 300 mg. a day, and then tapering 
down to a maintenance dose. He usually gave the 
drug for 8 to 14 days, and if an effect was not 
obtained he used electroshock. Results were better 
in milder cases of endogenous depression. He 
warned of the risk of suicide if outpatients were 
not carefully observed by their psychiatrists while 
under drug treatment. Sargant pointed out that 
many patients with depression were given electro- 
shock on an outpatient basis in Britain without 
unfavorable consequences. 

Sigg of New York described his studies with 
imipramine, which in animals did not increase 
psychomotor activity and induced sedation when 
given in large doses. It did not antagonize the 
sedative effect of reserpine, and it preserved tem- 
perature regulation. It diminished susceptibility to 
electroshock and showed anticholinergic properties 
besides enhancing the vasopressor response of levar- 
terenol. It was not an inhibitor of amine oxidase. 
Freyhan, of the University of Pennsylvania, gave 
75 to 450 mg. of imipramine a day in three divided 
doses for 30 to 60 days. In patients with manic- 
depressive psychosis optimal results were obtained 
in 51% and partial modification of symptoms in 27%. 
Women responded better than men and younger 
patients better than older. 

Deniker of Paris gave the drug to 137 patients 
with all types of depression with a 40% rate of suc- 
cess. A stable result was usually obtained in two to 
four weeks, the best results being in those with 
simple depression. Very few patients with depres- 
sion resisted both imipramine and electroshock 
therapy. Himwich, of the University of Illinois, de- 
scribed his studies of the effects of imipramine on 
rabbits in which small doses inhibited the electro- 
encephalographic signs of arousal on pain stimulus, 
acting synergistically with chlorpromazine but an- 
tagonizing reserpine. Imipramine increased the 
serotonin content of the brain and also the catechol- 
amine content. Shepherd of London pointed out 
that properly conducted clinical trials of electro- 
shock therapy had never been made, and he 
doubted whether it influenced the natural course of 
a depression. Sloane of Kingston, Ont., also ex- 
pressed doubts about the value of electroshock in 
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modifying the natural history of depression. Kiel- 
holz of Basel, Switzerland, had used imipramine for 
two years and found that it improved 60% of pa- 
tients in 3 to 21 days. He found combination of the 
drug with electroshock therapy helpful. Ayd of 
Baltimore had similar results. He kept his dosage 
down to 200 mg. a day, and if necessary added 10 
to 20 mg. of methylphenidate twice a day to abolish 
dizziness and faintness. His rate of failure was 27%. 
He mentioned the appearance of cardiac symptoms 
in some patients but believed that imipramine was 
in general a safe drug. 

Cameron of Montreal stated that psychotherapy 
was required for neurotic depression, therapy with 
imipramine for simple mild or moderate endogenous 
depression, electroshock therapy for more severe 
depression with agitation, and preventive electro- 
shock at intervals for recurrent endogenous depres- 
sion. He had also found imipramine of value in 
treating elderly persons suffering from frustration 
and decrease in enthusiasm. Kalinowsky of New 
York had found a basic difference in action between 
electroshock, which he still believed was the pre- 
ferred treatment, and imipramine therapy. He had 
found iproniazid helpful in patients in whom shock 
therapy had failed. Sargant had also used small daily 
doses of iproniazid to prevent recurrence of depres- 
sion, with only one case of jaundice so far. Schneider 
of Lausanne, Switzerland, did not think that there 
was any fundamental difference in action between 
electroshock and imipramine. He used the drug 
extensively in place of shock and obtained results in 
patients in whom the latter had proved ineffective. 

Lehmann summed up the relative values of elec- 
troshock and imipramine therapy, pointing out that 
electroshock was more predictable and would help 
any depression, being indicated when the risk of 
suicide was high. The statement that electroshock 
might shorten treatment is doubtful, and the fact 
that it is cheaper should not be a determining fac- 
tor. Fink, of Glen Oaks, N. Y., noted that the be- 
havioral and electroencephalographic changes with 
imipramine were most like those with central anti- 
cholinergic agents. Several speakers mentioned the 
side-effects of imipramine, which included dryness 
of the mouth and excessive sweating in over 50% 
of patients, gastrointestinal disturbances, dizziness, 
palpitation, tremor, disturbances of vision, allergic 
rash, and anuria. 


Low Back Pain.—A series of 1,291 patients with low 
back pain coming before the Ontario Workmen’s 
Compensation Board was reviewed by McCracken 
(Canad. M. A. J. 80:331, 1959), who showed that 
degenerative disease of the spine occurs much 
earlier in life than has been suspected. It is the 
greatest factor in producing herniated nucleus pul- 
posus. Operation for this condition should be re- 
served for patients with multiple episodes of dis- 
ability or continued severe disability. The true acute 
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disk derangement with progressive paralysis was 
rare in this series. It is not the man’s occupation 
that wears out his back, but the back which wears 
out the worker. He estimates that a workmen’s 
compensation board may expect to assume 100% lia- 
bility in compression fractures of spine, 75% liability 
in contusions and low back strain, 50% liability in 
herniated nucleus pulposus, and 25% liability in 
spondylolisthesis and spondylolysis. 

In this series age had no appreciable influence on 
the occurrence of accidents, but it affected recu- 
perative power. Few fractures of the spine or de- 
rangements of disks were produced by accidents. 
Of patients with back pain 75% had a simple low 
back strain which responded to conservative treat- 
ment in one to four weeks. There were twice as 
many patients with permanent disability after frac- 
ture of the spine than after low back strain or 
nonoperative disk herniations. Operative disk her- 
niations carried the highest rate of permanent dis- 
ability of all types. 


Blood Cholesterol Levels.—Two recent publications 
in the Canadian Journal of Biochemistry and 
Physiology (37:479, 575, 1959) dealt with serum 
cholesterol levels. Rona and co-workers made some 
unexpected findings in rabbits fed an unsaturated 
fatty acid preparation containing 90 to 95% of 
linoleic acid. Atherosclerosis was produced in the 
rabbits by feeding them cholesterol by stomach 
tube, and the effects of the unsaturated fatty acid 
on cholesterol levels and production of atheroscle- 
rosis were studied. Not only did the free unsaturated 
fatty acids fail to prevent development of hyper- 
cholesteremia and atherosclerosis but they also had 
a deleterious action in comparison with a control 
series receiving olive oil. 

Beveridge and co-workers gave a group of uni- 
versity students a fat-free homogeneous liquid 
formula ration for eight days. They then transferred 
groups to diets in which 30% of the calories were 
supplied in the form of butter or oil fractions sub- 
stituted for carbohydrate. The most volatile frac- 
tion, which was rich in cholesterol, caused a sharp 
rise in plasma cholesterol levels, whereas fractions 
poor in cholesterol led to relatively small increases. 
Supplementing the cholesterol-poor fraction with 
amounts of cholesterol equivalent to those provided 
by the cholesterol-rich fraction raised the plasma 
level comparably. Their studies suggested that die- 
tary cholestero! content can affect plasma cholesterol 
levels in a highly significant manner in man, and 
that the response obtained depends on the nature 
of the fat with which the sterol is associated. 


Hodgkin’s Disease.—Warwick and Sellers (Canad. 
M. A. J. 80:423, 1959) reviewed a series of 960 
patients with Hodgkin’s disease. About 80 deaths a 
year occur from this disease in Ontario (population 
5,500,000), and the death rate from Hodgkin’s dis- 
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ease is just over 1% of all cancer deaths. About 10% 
had had symptoms for over two years before re- 
porting for treatment. Nearly 80% were treated by 
radiotherapy alone, the rest by combinations of 
chemotherapy, surgery, and radiotherapy. The crude 
five-year survival rate for all 960 cases was 29.7%, 
and it is noted that Hodgkin’s disease is not in- 
variably rapidly fatal, for eight persons survived for 
10 years, six for 20 years, and four for at least 25 
years. 


Poliomyelitis—The only area in Canada with a 
poliomyelitis epidemic in 1958 was the city of Win- 
nipeg, Manitoba, where 76 cases were reported. 
The highest incidence of the disease was in the age 
group under 4 years, 82% of cases in this group 
being paralytic. Only 2 of the 52 paralyzed patients 
had received three doses of vaccine, and one of 
these had not received the third dose at the rec- 
ommended interval of seven months. Hence a high 
degree of protection against type 1 virus was ob- 
tained with use of the recommended vaccine pro- 
gram. Use of gamma globulin in household contacts 
appeared to be of definite value. It was suggested 
by Cadham and Davies (Canad. M. A. J. 80:436, 
1959) that those who had resided in Winnipeg since 
the epidemic in 1953 had a relatively high degree of 
naturally acquired immunity. 


Spontaneous and Habitual Abortion.—A further re- 
port on the interdisciplinary study of spontaneous 
and habitual abortion at Dalhousie University ap- 
peared in the Canadian Psychiatric Journal (4:1, 
1959). The team involved included an obstetrician, 
an endocrinologist, a psychiatrist, a biochemist, a 
pathologist, and a psychologist. The object of the 
study was to investigate the determinants suggested 
as having causative significance in premature inter- 
ruption of pregnancy. The experimental group con- 
sisted of 100 patients who were thoroughly investi- 
gated from the obstetric point of view by chemical 
studies of the blood and urine, psychiatric inter- 
views, psychological testing, and examination of the 
aborted fetus and placenta. 

It was demonstrated that the levels of vitamin C 
and E in the blood were not significantly different 
in women who abort spontaneously than in normal 
pregnant women, that organic changes in the genital 
tract were relatively absent, and that the endocrino- 
logic findings were somewhat complicated, the 
prognosis in pregnancy being on the whole poorer 
in patients with low hormonal levels. Psychiatric 
study uncovered two principal groups of women 
who abort spontaneously: (1) an “inadequate re- 
serve” group, consisting of 44 women who appeared 
to have inadequate psychological and physical re- 
serves to cope with the demands of normal preg- 
nancy; and (2) an “independent-frustrated” group, 
also of 44 women, with higher intellectual levels 
and social adjustment. 
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A more intense study of 17 women who aborted 
habitually whose progress was followed week by 
week through pregnancy suggested that the urinary 
level of chorionic gonadotropin fell coincidentally 
with emotional upsets, that the estrogen and/or 
pregnanediol levels also tended to fall under emo- 
tional stress, and that levels of 17-ketosteroid ex- 
cretion fluctuated within wide ranges. The pathol- 
ogist demonstrated changes in the placentas of 
women who aborted spontaneously similar to those 
found in collagen diseases. In association with these 
findings it was shown that the serum of women who 
threatened to abort contained a large amount of 
sheep red cell-agglutinating substances in fluctuat- 
ing titer. Studies in these 17 patients have devel- 
oped into a therapeutic program, including psy- 
chiatric interviews weekly throughout pregnancy. 
As a result 15 of these women carried through to 
the birth of 17 children. 


GERMANY 


Treatment of Pancreatitis.—Kallikrein and trypsin 
are present in an inactive form in the healthy pan- 
creas. In pancreatic disease the inactive trypsinogen 
is converted into the active, protein-splitting tryp- 
sin. The trypsin which is activated in the gland, 
instead of in the intestinal juice, effects further con- 
version of trypsinogen into the proteolytic enzyme 
by autocatalysis. The fact that trypsin also converts 
the inactive precursor kallikreinogen into the hypo- 
tensive kallikrein in the pancreas may explain the 
occurrence of autodigestive processes of the pan- 
creas and severe symptoms of hypotension in pan- 
creatic disease. Sufficient amounts of inactivator are 
present in the body under normal conditions, but 
these quantities do not apparently suffice to inacti- 
vate the pathologically increased amounts of enzyme 
formed in the presence of pancreatic changes. Kalli- 
krein inactivator is then administered to mitigate 
the effects of the pathologically elevated trypsin 
and kallikrein levels in blood and tissues. 

E. Werle and co-workers (Miinchen. med. 
Wehnschr. 100:1265-1267, 1958) gave kallikrein in- 
activator to 16 patients with acute pancreatitis and 
pancreatic necrosis. In many cases improvement was 
noted after only a few intravenous injections of the 
substance. The often unbearable pain was relieved 
after only a few hours. The markedly reduced blood 
pressure increased rapidly, often reaching normal 
values within several days. The greatly increased 
diastase values, amounting to several hundred 
Wohlgemuth units, usually returned to normal with- 
in a few days. These results were confirmed by R. 
Bedacht (Arztl. Praxis 12:371-376, 1958) in a series 
of 10 similar cases. Latent irritation of the pancreas, 
often associated with diseases of the gallbladder or 
stomach, increased the likelihood that an operation 
would be necessary. Kallikrein inactivator should 
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therefore also be given preoperatively and post- 
operatively when abdominal operations are per- 
formed, if the pancreas is believed to be involved. 


Latex Fixation Test and Erythrocytic Agglutination. 
—W. Miiller and E. Schupp (Ztschr. Rheum. 18:97, 
1959) reported comparative studies with the latex 
fixation test of Singer and Plotz and the erythrocytic 
agglutination reaction of Waaler and Rose in 257 
patients with rheumatic diseases, 50 patients with 
nonrheumatic diseases, and 30 healthy controls. 
Both tests generally gave concordant results. Dis- 
cordant results of both reactions were caused by 
false-positive and more rarely false-negative results 
of the hemagglutination reaction rather than by a 
false result of the latex fixation test. In rare cases 
abnormalities of the rheumatoid arthritis factor itself 
caused the discrepancy. Neutralization of the rheu- 
matoid factor with alpha globulin produced a near- 
ly parallel fall of titer with the hemagglutination 
and the latex fixation test. 

Of the rheumatic diseases typical progressive 
rheumatoid arthritis most often gave positive results 
with both tests. On the other hand, chronic poly- 
arthritides with a cyclic course rarely gave positive 
results. In ankylosing spondylitis, menopausal and 
psoriatic arthropathies, and degenerative joint dis- 
eases both tests were always negative. In nonrheu- 
matic diseases positive reactions were seldom seen. 
The latex fixation test is preferred to the hemag- 
glutination test for the demonstration of the rheu- 
matoid factor because it is more reliable and the 
test material is more easily obtained and preserved 
than that used for the hemagglutination test. 

Another series of 256 patients (including 77 with 
rheumatoid arthritis) was examined by latex fixa- 
tion test, hemagglutination reaction with sensitized 
sheep erythrocytes, L-agglutination, O-agglutina- 
tion, and antistreptolysin reaction by F. Harter 
(Ztschr. Rheum. 18:150, 1959). He also found the 
latex fixation test to be superior to the others for the 
diagnosis of rheumatoid arthritis. 


NORWAY 


Influenza in School Children.—The outbreak of 
Asian influenza in the fall of 1957 enabled M. M. 
Hovland (Tidsskrift for den norske laegeforening, 
March 1, 1959) to study the behavior of the disease 
in the population of Bergen. The reactions of school 
children to it were measured by absences from 
school for sickness from week to week. The curve 
indicating these absences rose at an explosive rate, 
reaching its maximum of 16.2% in the middle of 
October. There was a fairly rapid fall thereafter and 
by the second week in November it had come down 
to the normal level of about 6%. The reactions of 
the adults to the epidemic was measured by sickness 
payments to wage-earners under the national health 
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insurance scheme. The curve indicating these pay- 
ments rose somewhat more slowly from the begin- 
ning of October, and it did not reach its maximum 
until the first week in November. Thereafter it 
showed a rapid fall, and by the end of the month 
it had reached the normal for that time of the year. 
The fact that the curve for school children reached 
its maximum a fortnight earlier than the curve for 
adults was interpreted by the author as showing that 
school children contract influenza at school rather 
than at home. A corollary to this conclusion is that 
if children could be kept away from schools, cine- 
mas, and other meeting places, the spread of in- 
fluenza could be delayed, if not prevented. 


Iproniazid for Depressions.—At the women’s depart- 
ment of the Dikemark mental hospital J. O. Haug 
and co-workers (Tidsskrift for den norske laege- 
forening, March 1, 1959) used iproniazid, beginning 
with 50 mg. thrice daily by mouth for a week and a 
supplement of 1 mg. of reserpine in the evening, 
on a series of 15 patients. As soon as a definite 
effect was achieved the dosage was reduced to 50 
or 100 mg. daily and the reserpine was discon- 
tinued. All medication was usually discontinued 
when a remission had been effected. A complete or 
partial remission was recorded in 12 of the 15 pa- 
tients, including 5 with definite melancholia, all of 
whom showed a complete remission. The partial 
improvement observed in one patient was followed 
by rapid transition to severe mania. None of the 
patients with senile depression showed any im- 
provement. A moderate fall of the blood pressure 
occurred in about 50% of these and troublesome 
giddiness in about 33%. This necessitated the dis- 
continuation of the drug in only one patient. Con- 
stipation, disturbed sleep, and stranguria were com- 
mon side-effects. Only after the drug had been given 
for one to four weeks did the side-effects and the 
therapeutic effects appear. 


Botulism from Trout.—Hitherto the cases of botu- 
lism recorded in Norway have been traced to hams, 
pickled pork, and home-canned meat cakes. Now 
salted trout has been incriminated by O. Bjerke and 
co-workers ( Tidsskrift for den norske laegeforening, 
March 1, 1959). A previously healthy man aged 34 


suffered from dryness of his mouth and throat, lack. 


of visual accommodation, slight anisocoria, and 
nystagmoid movements on glancing to either side. 
These symptoms appeared after the patient had 
eaten a large quantity of fresh-water trout, lightly 
salted after being gutted, sliced open, and exposed 
to air for some time. It had then been packed in 
slabs in a barrel, with a weak salt solution on top to 
prevent air reaching it. Samples of the patient’s 
blood and of the suspected fish were sent to a 
laboratory. Small quantities of botulinus toxin, type 
B, were found in the blood and a moderate amount 
of the same toxin was found in the trout. Probably 
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the toxin had already reached the gut of the fish 
before it was slashed open, but the flesh of the fish 
may also have been contaminated while it lay on 
soil awaiting salting and further preparation. Four 
other men who ate trout from the same barrel were 
not affected, but they had not eaten such great 
quantities. 


Thioridazine in Psychiatry.—At the Dikemark men- 
tal hospital comparative tests with chlorpromazine 
and thioridazine were made on 44 women by J. O. 
Haug (Tidsskrift for den norske laegeforening, 
March 15, 1959). Nearly all of these patients suf- 
fered from chronic schizophrenia of many years’ 
standing, and their ages ranged from 30 to 62 years. 
They had all been treated more or less satisfactorily 
with chlorpromazine in doses of 100 to 500 mg. 
daily. The chlorpromazine was discontinued for a 
week or two before the patients were given the 
thioridazine, the dosage of which was 100 to 350 mg. 
daily for four weeks alternating with placebo tablets 
for four weeks. The results clearly favored thio- 
ridazine compared with the placebo or the chlor- 
promazine. The absence of drowsiness was notice- 
able when thioridazine was used, the patients be- 
coming more awake and energetic than when 
chlorpromazine was given. Not one of the 44 re- 
fused the drug or asked for a return to chlor- 
promazine therapy, although this drug had a more 
rapid and probably also more antipsychotic effect 
than thioridazine. Thioridazine was well tolerated 
and caused no serious side-effects. 


Interstitial Fibrosis of the Lungs.—K. A. Larsen 
(Acta path. et microbiol. scandinav. 45:167-185, 
1959) described five cases of diffuse progressive in- 
terstitial fibrosis of the lungs in four men and one 
woman, all at least 63 years of age. Most of these 
cases were of relatively long duration. The main 
symptoms were progressive dyspnea, cough, and, 
later, cyanosis. In some there was clubbing of the 
fingers and “watch-glass” nails, and in the later 
stages there were signs of failure of the right ven- 
tricle. Radiologically there were progressively in- 
creasing numbers of small opacities in both lungs, 
some miliary and some forming a network. In other 
areas the opacities were more diffuse, with small 
cystic translucencies often close together. Pathologi- 
cal study showed the lungs to be firm and sometimes 
rubbery, with microscopic disappearance of respira- 
tory epithelium and compact fibrosis with marked 
development of reticulin fibrils. Small cystic spaces 
lined with epithelium similar to that in bronchioles 
were also formed. 

The author's observations pointed to a respira- 
tory viral infection as the primary process. In three 
patients there was an introductory acute febrile 
respiratory infection which was suspected of being 
viral pneumonia, and in one patient such an infec- 
tion led to death in five weeks. The respiratory 
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symptoms and radiologic opacities had, in most 
patients, progressively increased after the acute 
respiratory infection. It was considered highly 
probable that the primary process was a viral in- 
fection affecting the bronchioles and more distal air 
spaces, followed by relatively extensive epithelial 
necrosis and sometimes also necrosis of the inter- 
stitial mesenchymal tissue in the same areas. Such 
extensive necrosis might lead to collapse of the 
reticular framework in the alveolar walls, making 
orderly regeneration of the pulmonary lobules with 
the respiratory elements impossible. Cystic spaces 
form between the collapsed areas and these become 
lined with epithelium from the remaining bron- 
chioles or small bronchi. Proliferation of the 
mesenchymal tissue and formation of numerous 
reticulin fibrils occurs. Thus a pulmonary cirrhosis 
develops in much the same way as viral hepatitis 
produces cirrhosis of the liver. 


Aneurysms as Complications of Angiography.—K. 
Liverud (J. Oslo City Hosp. 8:11-12, 209-219, 1958) 
reported a series of about 700 cerebral angiographies 
performed by the normal percutaneous technique 
with three deaths. In these three cases an obliterat- 
ing dissecting aneurysm was formed on injection of 
the contrast medium at the site of puncture of the 
common carotid artery. Death was attributed to 
obliteration’ of the carotid artery. The angiogra- 
phies were performed by three physicians, which 
makes it unlikely that the deaths were due to an 
individual error in technique. The accidents were 
caused by the sharp tip of the needle in the vessel 
wall during injection. In order to prevent further 
accidents of this kind the author considered it es- 
sential to alter the technique and to replace the 
sharp needle in the vessel by a flexible polyethylene 
catheter introduced percutaneously. 


Care of Alcoholics.—In September, 1951, the Oslo 
branch of Alcoholics Anonymous opened its hospital, 
the A Clinic, which now has 37 beds and a staff of 
five physicians. One of them, T. G. Carlsen (Tids- 
skrift for den norske laegeforening, March 15, 1959) 
reported a series of 3,006 patients, all men, treated 
at the hospital from its opening to the end of 1957. 
While 2,530 of them had been admitted only once, 
the rest had been admitted two or more times. All 
admissions were voluntary, but many of them re- 
flected the pressure put on the patients by the force 
of circumstances. Most of the admissions were the 
outcome of the good services of some member of 
Alcoholics Anonymous. All the diagnoses of patients 
at discharge were the work of the senior physician, 
who found chronic alcoholism or incipient chronic 
alcoholism in 86%; the remaining 14% could be 
classified as abusus ethylicus, dipsomania vera, or 
“admitted for observation.” The 2,598 patients in- 
cluded in the 86% conformed to the same alcoholic 
pattern whatever their age, psychic equipment, en- 
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vironment, or provocative factors. The author be- 
lieved the diagnosis of chronic alcoholism must de- 
pend on conformity to this pattern. In 1,478 patients 
(49%) primary psychic abnormalities were demon- 
strable. Carlsen concluded that these patients should 
learn to regard their condition as a disease whose 
component elements must be understood if it is to 
be combatted successfully. 


Cerebral Atrophy.—L. Eitinger (Nord. med. 61:301- 
303 [Feb. 19] 1959) pointed out that cerebral 
atrophy has become an increasingly frequent finding 
in mental patients. He stated that pneumoencephal- 
ography in a series of 238 patients supported the 
opinion that in some persons cerebral atrophy 
may occur without progressive dementia. It was 
presumed that these patients had atrophy of the 
brain without any direct causal relationship to the 
particular psychiatric findings. The possibility that 
atrophic changes may have developed in early child- 
hood must be considered. This might alter the 
person's reaction pattern, increase his vulnerability, 
and lower his resistance to psychic trauma. There- 
fore, patients with cerebral atrophy should also be 
subjected to rigorous psychotherapy, and the results 
need not necessarily be poorer than those in cor- 
responding psychiatric patients without cerebral 
atrophy. 


Myelography.—A series of 427 myelographies per- 
formed with use of a water-soluble contrast medium 
(methiodal) was reported by P. Kolstad and G. H. 
Solem (Nord. med. 61:306-309 [Feb. 19] 1959). In 
173 cases laminectomy was performed. A correct 
diagnosis was made in 155 or 89.5% of these; 13 
patients or 7.6% with uncertain or negative myelo- 
graphic findings were found to have disk prolapse 
situated extremely laterally in the vertebral canal 
and not affecting the dural sac in 10 of these. Some 
of these patients also had short root sheaths, making 
a myelographic diagnosis impossible. In five cases 
or 2.9% with positive myelograms the pathological 
findings were described as arachnoiditis, vascular 
malformations, and cicatrices after earlier lami- 
nectomy. No serious complication was observed, A 
slight fall in blood pressure was offset by adminis- 
tration of ephedrine and oxygen. Pain in the lum- 
bar region radiating to the lower extremities 
required use of a spinal anesthetic in three patients. 


SWEDEN 


Intellectual Work and Life Expectancy.—Intellectual 
work and study do not give rise to causes of death 
differing from those affecting persons in other kinds 
of work, according to Professor E. Ask-Upmark of 
Uppsala, Sweden. His investigation covered 382 
university scholars (mostly professors), a group of 
700 American professors, 741 streetcar conductors, 
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and 508 typographers who died in 1957. The author 
found that the Swedish professors had an average 
life span of 68 years as compared with 61 years for 
the streetcar conductors and 58 years for the typog- 
raphers. For the American professors the average 
life span was 67 years, 67% of the latter reaching 
65 years, while only 33% of the Swedish streetcar 
conductors and typographers attained that age. Con- 
trary to what had previously been believed in some 
quarters the intellectual strain to which professors 
were exposed did not increase the risk of brain 
tumors or cerebral hemorrhage. Of the 382 investi- 
gated 151 had died from cardiovascular diseases, 53 
from cerebrovascular diseases, 53 from malignant 
tumors, and 34 from diseases in the respiratory or- 
gans. Cases of tuberculosis, pulmonary cancer, and 
suicide were few among the professors. 


Fatty Acid, Glyceride, and Phospholipid Levels 
After Operation.—L. B. Wadstrém (Acta chir. scan- 
dinav, 116:167-180, 1958-1959 ) reported on the post- 
operative concentrations in plasma of unesterified 
fatty acids (UFA), glycerides, and phospholipids in 
12 patients. Of these cholecystectomy was _ per- 
formed on seven, aged between 19 and 39 years, and 
herniorrhaphy on five, aged between 18 and 35. 
On the first postoperative day the same type of 
change in plasma lipid composition was found in 
both groups: an increased level of UFA and a 
decreased concentration of glycerides and phospho- 
lipids. Patients undergoing cholecystectomy were 
subjected before the operation to a restricted caloric 
regimen consisting solely of carbohydrates, identical 
to that used after operation. In this way the exami- 
nations were duplicated and the patients served as 
their own controls. The changes in plasma lipid 
composition during the two periods were on the 
whole the same. This indicated that the postopera- 
tive changes in plasma lipid concentrations might 
be the product of the restricted caloric regimen, but 
a significant difference was noted between the val- 
ues recorded on the first postoperative as compared 
with those of the first preoperative day. There was 
an increase in UFA and a decrease in glycerides. 

When semistarvation was combined with surgical 
trauma a more pronounced increase in the level of 
the plasma UFA was observed. The author found 
it difficult to decide whether the increased UFA 
level was due to an increased flow of UFA into or 
a delayed flow of UFA from the plasma. There 
were, however, indications that the increased level 
of UFA observed on the first postoperative day was 
an expression of an increased inflow from fat de- 
pots. A surgical trauma gives rise to an increased 
liberation of epinephrine, and epinephrine added to 
adipose tissue in vitro liberates UFA. The observa- 
tion that UFA is extracted from plasma by cardiac 
and working skeletal muscles, together with the 
rapid output of carbon dioxide after intravenous 
injection of radioactively labeled UFA, indicates the 
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importance of UFA in plasma as a transport form 
of fat for metabolic demands. The author believed 
that the glyceride level in plasma was probably re- 
lated to the metabolic state of the body and de- 
pendent on the carbohydrates available for com- 
bustion. 


Hyperparathyroidism and Peptic Ulcer.—J. Hell- 
strém (Acta chir. scandinav. 116:207-221, 1958/ 
1959) analyzed a series of 121 patients with hyper- 
parathyroidism. In this series the incidence of peptic 
ulcer was 28.6% in men and 4.6% in women. The 
age at which ulcer symptoms first appeared varied 
between 20 and 51 (average 37) years. In most 
patients the ulcer symptoms started long before 
hyperparathyroidism was diagnosed. A study in the 
whole population showed the incidence of peptic 
ulcer to be greatly raised in patients with hyper- 
parathyroidism. In the patients with coincident 
hyperparathyroidism and peptic ulcer reported in 
the literature a remarkable feature was the presence 
in many patients of multiple adenomas or primary 
hyperplasia of the parathyroids, as well as of patho- 
logical changes in other endocrine organs. The 
author concluded that in some patients with these 
two conditions the relation was coincidental and in 
others there was some relation between them, prob- 
ably chiefly in the form of an unfavorable influence 
on healing of the ulcer. In some patients other 
endocrine factors, particularly in the form of so- 
called ulcerogenic tumors of the pancreas, affected 
the development of peptic ulcers complicating 
hyperparathyroidism. 


Clearance of Radiosodium from the Tendo Cal- 
caneus.—The clearance rate of radioactive sodium 
(Na**) injected locally in the tendo calcaneus was 
studied in a series of 60 men by K. Hastad and co- 
workers (Acta chir. scandinav. 116:251-255, 1958/ 
1959). The series was divided into four groups, 
group 1 consisting of 12 persons with a mean age 
of 23; group 2 of 19 persons with a mean age of 
43; group 3 of 16 persons with a mean age of 71; 
and group 4 of 13 persons with a rupture of the 
tendo calcaneus on the side not examined and a 
mean age of 43 years. The rate of absorption was 
significantly greater in group 1 than in groups 2 
and 3 and it was also probably significantly greater 
in group 1 than in group 4. No significant difference 
was found between groups 2 and 4. The study 
therefore showed the rate of absorption in the 
tendon to decrease fairly steeply during the early 
phase of adult life, owing probably to a reduction 
in blood flow. On the other hand, no significant 
difference was found between a group of patients 
with rupture of the tendon and a control group 
with a similar age distribution, although such a 
difference might have been expected due to the 
probable degenerative cause of ruptures of the 
tendo calcaneus. 
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Peptic Ulcer due to Corticosteroids.—P. O. Gedda 
and U. Moritz (Acta rheumatol. scandinav. 4:249- 
256, 1959) compared the autopsy material from 31 
patients who had rheumatoid arthritis not treated 
with corticosteroids with clinical material from 69 
patients who were given 5 to 15 mg. of prednisone 
or prednisolone daily for at least six months. The 
frequency of peptic ulcer in the autopsy material 
was about 10% and in the clinical material it was 
19%. Half the patients treated with corticosteroids 
had gastric complaints. The symptoms of the veri- 
fied ulcers were often mild or atypical. None of the 
patients who were free from gastric complaints 
during the treatment had any provable ulcers. Such 
complications as perforation or hemorrhage may 
appear suddenly. The risk of ulceration increases 
with the duration of the steroid therapy. 


Joint Symptoms and Panniculitis.—During a short 
period 13 patients with simultaneously appearing 
joint symptoms and dermal changes, the latter often 
primarily regarded as erythema nodosum, were ob- 
served by C.-M. Fajers and S. Thune (Acta rheuma- 
tol. scandinav. 4:286-295, 1959). The dermal epi- 
thelium was essentially normal and in most patients 
the cutis presented no changes. In two patients, 
however, a slight edema was observed as well as 
single sparse perivascular round cell infiltrations in 
the deepest part of the cutis. Only-at the border 
between the cutis and the subcutaneous fatty tissue 
and particularly within the latter were there marked 
histological changes, which in all the patients pre- 
sented manifestly homogeneous findings and the 
character of panniculitis. The apparently accidental 
association of joint symptoms and panniculitis may 
not be unusual since joints and fatty tissue are both 
of mesenchymal origin. In rheumatic diseases there 
is a general attack on the mesenchyme. It would 
seem, however, that this combination is not etio- 
logically homogeneous. It is probably seen in typical 
rheumatic diseases, on the one hand, but it may also 
be an expression of a more nonspecific allergy in 
the fatty tissue and joints, on the other. From the 
point of view of clinical course and differential 
diagnosis, the observation is valuable. From the 
pathogenetic point of view it shows that the fatty 
tissue is often involved in mesenchymal processes, 
which must be regarded as allergic whether the 
allergy is caused by an earlier or simultaneous in- 
fection, tissue decomposition, or drugs. 


Polyneuritis due to Nitrofurantoin.—Nitrofurantoin 
in a daily dosage of 300 to 500 mg. for 10 days or 
more caused polyneuritis in five patients, as re- 
ported by T. Hafstrém (Opuscula med. 4:17-23, 
1959). Three of the patients showed signs of renal 
insufficiency. The prognosis was fairly good in four 
patients as most of the weakness disappeared and 
the paresthesias decreased. After 12 to 18 months 
some symptoms still remained. In the presence of 
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renal insufficiency the author recommended that the 
daily dose not exceed 200 mg. and that it be given 
for not more than five days. 


Familial Splenic Anemia.—In the pediatric clinic at 
Boden a study was made of 12 children with fa- 
milial splenic anemia by P. O. Hillborg (Nord. med. 
61:303-306 [Feb. 19] 1959). The first symptoms 
appeared at an early age, in 10 patients before 1 
year and in 2 before 6 months. Of the latter two 
patients one exhibited several neurological mani- 
festations and had a typical case of the rapidly 
progressive infantile form of the disease. Splenec- 
tomy was performed on eight patients and was in- 
dicated because of either a heavy spleen causing 
mechanical obstruction or panhematopenia. The 
four children who were not operated on died before 
the age of 3 years. Two of those operated on also 
died. Preoperative thrombocytopenia, leukopenia, 
and anemia were present. Postoperatively the 
thrombocyte counts were normal and the leukocyte 
counts high, but the anemia was not affected. A 
preoperative tendency to hemorrhage remained in 
two patients despite normalized thrombocyte 
counts. This might indicate that the tendency to 
hemorrhage in familial splenic anemia depends on 
some factor other than thrombocytopenia, possibly 
deposition of Gaucher's cells in the walls of the 
small vessels, with accompanying fragility of the 
vessels. 

All the six patients on whom splenectomy was 
performed who were alive in July, 1958, had ad- 
vanced skeletal changes. These consisted of bone 
necrosis in the hips resembling that seen in Perthes’ 
osteochondrosis, kyphosis, and areas of decalcifica- 
tion in the long bones. In many patients the skeletal 
changes appeared shortly after splenectomy. The 
high incidence and early onset of these changes 
might suggest that splenectomy would hasten the 
deposition of lipids in the skeletal system. This re- 
sult should be expected if kerasin, the lipid de- 
posited in familial splenic anemia, were transported 
in the blood to be ingested by the phagocytes of 
the reticuloendothelial cells in different organs. 
Attempts to demonstrate kerasin in serum by several 
workers gave negative results. 


Micromastia.—A. Ragnell (Nord. med. 61:350-354 
[Feb. 26] 1959), in discussing micromastia, dis- 
tinguished among different types, such as pure 
atrophy with ptosis, aplasia or hypoplasia of the 
breasts, mutilations after amputation of part of the 
breasts, and inhibition of growth after radiotherapy 
or excessive scarring of the skin. Because of the 
psychic suffering caused by the breast deformity 
and the uncertain and merely temporary effect of 
hormonal therapy in these patients, who generally 
are endocrinologically normal, plastic surgery is 
indicated. In patients with pure atrophy the author 
used a modification of the derma-fat transplantation, 
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introduced by Berson and Bames, and contralateral 
transplantation of a resected piece of glandular 
tissue in unilateral micromastia with hypertrophy of 
the other breast. In a series of 22 patients who were 
operated on subjectively and objectively satisfactory 
results were noted in 67%, despite absorption of 
about 33% of the transplanted tissue. Lactation 
during pregnancy was reduced, but generally it did 
not fail completely. 


Levarterenol for Barbiturate Pcisoning.—G. von 
Reis (Opuscula med. 4:50-52, 1959) treated 870 
patients in whom barbiturate intoxication had 
caused a fall in the blood pressure with intravenous 
infusion of levarterenol. A dose of 4 to 12 mg. per 
day was usually sufficient but doses up to 115 mg. 
were sometimes needed. The amount of fluid given 
intravenously, however, did not exceed 2,500 ml. 
per day. In these patients no anuria occurred, which 
was considered to be due to the maintenance of a 
satisfactory level of the blood pressure. 


UNITED KINGDOM 


Athletes Light Smokers.—Top athletes do not smoke 
much, This finding by a medical research team 
which questioned Empire Games competitors is 
published in Physical Recreation, the journal of the 
Central Council of Physical Recreation. No swim- 
mers of either sex smoked. Among 285 competitors 
16% smoked to some degree; 7% smoked fewer than 
5 cigarettes a day; about 5% between 6 and 10; and 
just over 4% more than 1] a day. There was one 
light smoker among the cyclists. Two of the women 
athletes smoked a little. The heavier smokers were 
the boxers, fencers, weight-lifters, and male athletes 
competing in field events. Of 136 athletes inter- 
viewed 13 smoked between | and 5 cigarettes a day, 
10 between 6 and 10, and 6 smoked 11 or more. 
Three of 19 boxers smoked 11 or more cigarettes a 
day, as did 3 of 12 weight-lifters. Even so, the 
highest percentage of smokers among any one group 
of athletes was 25. 

Despite the enthusiasm for the arts of self-defense 
in public schools and universities none of the boxers 
or wrestlers came from the more highly educated 
sections of the community. Weight-lifters, marathon 
runners, and cyclists also came chiefly from the 
less educated sections. There was a more even 
spread among athletes participating in organized 
games. 


Glutamic and Aspartic Acid Transaminase Activity. 
—The transaminases catalyze important reactions in 
the interconversion of amino acids and carbohydrate 
intermediates. It was therefore considered by Pat- 
rick and Tulloch that the activity of these enzymes 
might affect the rate of glyconeogenesis in the 
liver, and with this in mind they examined hepatic 
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glutamic and aspartic acid transaminase activity in 
diabetic patients before and after treatment (Lancet 
1:757, 1958). Liver biopsy specimens were obtained 
from 19 diabetic patients before treatment while 
they still had an elevated blood sugar level and 
glycosuria. The glutamic and aspartic acid trans- 
aminase activity of the liver specimens was esti- 
mated by the spectrophotometric measurement of 
the oxidation of reduced diphosphopyridine nucle- 
oxide by oxaloacetate, which is a product of the 
transaminase reaction. The liver biopsy and enzyme 
estimations were repeated after the diabetes had 
been stabilized. 

Despite wide variation in the transaminase ac- 
tivities from patient to patient, there was a sta- 
tistically significant decrease in the transaminase 
activity after stabilization of the diabetes. This 
occurred regardless of the type of diabetes and 
whether control was achieved by dietary means 
or by therapy with insulin. There was no obvious 
relation between the initial transaminase activity 
and the type or duration of the diabetes, the weight 
of the patient, or the fasting blood sugar level. 
Nor was the change in the transaminase activity 
after treatment of the diabetes related to the fall 
in blood sugar level, the type of diabetes, the dura- 
tion of treatment, or the amount of insulin re- 
quired. Diabetic patients treated by diet alone 
showed a marked fall in the level of transaminase 
activity. 


Blood Pressure in Newborn Infants.—Blood pressure 
in the neonatal period has been little studied largely 
because of technical difficulties. Ashworth and co- 
workers designed a modified sphygmomanometer 
suitable for the visual recording of the blood pres- 
sure of newborn babies ( Lancet 1:801, 1959). From 
a cuff made of polyvinyl sheeting inflated around 
the forearm the arterial pulsation is transmitted to 
a glass capillary tube containing an interrupted col- 
umn of xylol, beyond which is a cushion of com- 
pressible air. The xylol can be moved against this 
by pressure changes within the cuff. Small changes 
in the volume or tension of the tissues in the fore- 
arm, such as those produced by pulsation of the 
arteries, cause characteristic movements of the 
beads of xylol in the capillary tube. Systolic pres- 
sures can be recorded at intervals of a few seconds, 
but the diastolic pressures cannot be accurately 
measured. The range of error is the same as that 
with the ordinary sphygmomanometer. In normal 
babies the systolic blood pressure drops significantly 
in the first day of life, probably due to the opening 
up of the pulmonary vascular bed with expansion 
of the lungs. The mean fall was found to be 32 mm. 
Hg (range 14 to 54 mm.). Clamping the umbilical 
cord had no immediate effect. In half the infants 
examined there was a delayed rise in systolic pres- 
sure after clamping the cord, reaching a peak in 2.5 
to 13 minutes. 
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Mechanical Patient.—A mechanical patient is one of 
several new devices developed recently in the lab- 
oratories of the Royal College of Surgeons. These 
devices are symbols of a vigorous effort to make 
anesthesia more scientific. As was made clear in a 
recent manslaughter case anesthetists still sometimes 
have to test the gases they use by sniffing them. It is 
hoped that soon new monitoring devices will re- 
move the guesswork from anesthesia. The human 
nose is a poor analyzer. It can tell you what is there, 
but not how much. Prof. Ronald Woolmer calls his 
mechanical patient Pneumonica or New-Monica. As 
time goes on he hopes to build increasing degrees 
of accuracy into it. Eventually the artificial patient 
will be able to absorb anesthetics like a real patient. 
Pneumonica is electrically operated. Electronics pro- 
vide greater flexibility and precision of control. 

Another new mechanical device is an automatic 
minute-volume recorder designed by Professor 
Woolmer. Its purpose is to measure and provide an 
immediate and continuous graphic record of the 
amount of gas entering the lungs when inhaled 
anesthetics are used. This new breathing meter was 
tested clinically with satisfactory results. Professor 
Woolmer and Mr. D. W. Hill, a physicist, are in- 
vestigating the use of gas chromatography for the 
rapid analysis of gases breathed by anesthetized 
patients. Within five minutes the apparatus will 
give the anesthetist a record of the mixture inspired 
and expired by his patient. Hitherto there has been 
no satisfactory way of doing this. 


Vital Statistics for 1958.—The annual report on the 
health of England and Wales for 1958 ( Registrar 
General's Quarterly Returns for England and Wales, 
December 31, 1958, Her Majesty's Stationery Office, 
1959) shows a birth rate of 16.4 per 1,000, the high- 
est since 1949 when it was 16.7. The death rate of 
11.7 per 1,000 was slightly above that for the previ- 
ous year (11.5 per 1,000). The death rates per mil- 
lion in the last three months of 1958 from influenza 
and pneumonia were 599 and 21 respectively, com- 
pared with 788 and 462 for 1957. Deaths from 
poliomyelitis, 75, were also down by more than 50%. 
Accidental deaths were slightly lower, at 3,998 for 
the last quarter of the year. Deaths from all forms 
of tuberculosis were slightly less in the “rst three 
quarters of last year than in the corresponding 
period of the previous year. The figures were 3,293 
and 3,391 respectively. Mortality from lung cancer 
continued to rise, with a total of 19,807 deaths for 
the yeay. The rate for all forms of cancer was 2,333 
per million men and 1,929 per million women, com- 
pared with 2,312 and 1,890 in 1957. It is alarming 
that there were 589 deaths from appendicitis in this 
period, an increase of 83 over the figure for 1957. 
Most infectious diseases continued to have low mor- 
tality. There were 16 deaths from whooping cough 
and 36 from measles. 
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Maternal mortality continued to show a down- 
ward trend. In the first nine months of 1958 ma- 
ternal deaths from all causes were 247, compared 
with 267 for the same period in 1957. Maternal 
mortality was highest in Wales and in the north- 
western and northern regions, most of which are 
heavily industrialized. It was lowest in the southern, 
eastern, and north Midland regions. The death rate 
of children under 1 year in England and Wales in 
the third quarter was 20 per 1,000 live births. In 
June, 1958, the estimated population of England 
and Wales was 45,244,000. 


Protection Against Pertussis.—The Whooping Cough 
Immunization Committee of the Medical Research 
Council (MRC) reported that with new pertussis 
vaccines it is possible to produce a high degree of 
protection against the disease (Brit. M. J. 1:994, 
1959). The ability of a vaccine to protect mice 
against intracerebral pertussis correlated well with 
with the protection given to young children. In con- 
sequence it was recommended that only those vac- 
cines which could be shown by the mouse protec- 
tion test to be sufficiently potent should be released 
for human vaccination. 

In the latest trials a new group of vaccines was 
tested, including an antigenic fraction, V;;, pre- 
pared according to the method of Pillemer and co- 
workers of Western Reserve University. This was 
obtained from Hemophilus pertussis by subjecting 
it to sonic vibrations of high frequency. The results 
of a trial on 4,500 children with Pillemer’s antigenic 
fraction showed that it induced a high degree of 
immunity. It also produced an agglutinin response 
in mice and children less than that produced by 
whole bacterial vaccines with equally good pro- 
tective power. It is therefore clear that although 
agglutinin production may sometimes, particularly 
with whole bacterial vaccines, parallel protective 
activity in children, this is not always so. The MRC 
group therefore considered that the mouse protec- 
tion test was the most satisfactory means of assess- 
ing prophylactic activity. 

Pillemer’s antigenic fraction was compared with 
a whole bacterial vaccine in Liverpool children and 
found to be slightly more effective, although it 
caused more undesirable reactions, both local and 
general. This might have been due to its higher 
concentration. It was further shown that the pro- 
tective action induced by a pertussis vaccine mixed 
with diphtheria toxoid was similar to that induced 
by the same pertussis vaccine alone. The most ef- 
fective protection recorded in the trials reduced the 
attack rate in the inoculated to 4% of that in the 
uninoculated children. In general a reduction of 
about 10%, or a 90% protection rate, may be ex- 
pected. If pertussis immunization is widely applied 
it should reduce the disease in the next few years 
to a fraction of its present incidence. 


. 
ae 
tal 
als 
Ha 
He 
| 
Sul Lae 
[oer 
a } 


164/1108 


J.A.M.A., June 27, 1959 


CORRESPONDENCE 


MOTOR VEHICLE TRAFFIC DEATH RATE 


To the Editor:—In his excellent article on preven- 
tion of injuries in college athletics, in THe JouRNAL, 
March 28, 1959, page 1405, Thorndike writes: 
“Highway safety engineers have so far been un- 
successful in reducing the accident and death rate 
among our motoring public.” 

This is not true. The facts are available from 
many sources. One interesting source is the table 
on page 109 of “CAA Statistical Handbook of Civil 
Aviation,” U. S$. Department of Commerce Civil 
Aeronautics Administration, 1958 edition, obtain- 
able from the Superintendent of Documents, Wash- 
ington 25, D. C., at 55 cents a copy. The data in the 
table are from the National Safety Council. The 
table referred to shows a steady decline in the 
motor vehicle traffic death rate from a high of 4.7 
deaths per 100 million passenger-miles in 1937 to 
2.6 in 1957. This includes passenger automobiles 
and taxis. The rate for 1956 was 2.7 per 100 million 
passenger-miles. 

At first glance this appears to be a small decrease, 
but figured as percentage decrease in death rate it 
is quite respectable. On this basis the passenger car 
and taxi passenger death rate for 1957 was 3.7% 
less than in 1956 anc 45% less than in 1937. The 
corresponding passenger death rate for buses was 
far lower, being 0.24 in 1941 and only 0.13 in 1957. 
This demonstrates the gross error of Thorndike’s 


statement. Joun H. Scuaerer, M.D. 


1525 S. Broadway 
Los Angeles 15. 


EVALUATION OF METHYLPHENIDATE 


To the Editor:—1 read with interest the article, 
“Double-Blind Evaluation of Methylphenidate 
(Ritalin) Hydrochloride” by Darvill, in THe Jour- 
NAL, April 11, page 1739, because I am conducting 
a study of this drug in outpatient psychiatric pa- 
tients, as an adjuvant to psychotherapy. The pa- 
tients take the drug only once weekly, just prior to 
the psychotherapeutic interview. To date, I have 
spent about eight months experimenting with the 
dosage and the effect of the drug on various 
patients at various times. I have recently begun a 
double-blind study. 

There are two important criticisms of the above 
article that I would make. Darvill makes no allow- 
ances for the wide variety of effect of this drug. In 
some of my patients the drug produced a very 
pleasant effect, as if they were on “cloud nine”; in 
an almost equal number it precipitated anxiety 
symptoms and caused a rebound depressive hang- 
over. It would be possible, therefore, for the num- 
ber of those patients on whom it was helpful to be 


canceled out by the number of those whose symp- 
toms were aggravated by the drug. I have no way 
to predict, as yet, from clinical symptoms, what the 
patient’s response will be to the drug. The second 
point concerns the variation in dosage. My usual 
effective dosage runs between 20 and 80 mg. in a 
single dose. Generally speaking, doses of a lower 
order produce an effect in only a few of the more 
sensitive patients. Some patients have found that 10 
or 20 mg. produces a detectable effect for them, and 
some have even refused to continue taking the drug 
because of an unpleasant effect induced by this 
dosage. Others have reported no detectable effect 
from single doses of 80 mg. 

I believe that evaluation of this drug would re- 
quire a period of time for adjustment of each pa- 
tient’s dosage to an effective level and for screening 
out those who had undesirable effects from the 
drug. I suspect that after this had been done, the 
physiological effects of the drug would make a 
double-blind study difficult. The fact that a double- 
blind study was possible, with negative results, 
suggests that the drug was not used in adequate 


dosage. Grorce A. Rocers, M.D. 
524 Cooper St. 
Camden 2, N. J. 


DETERMINATION OF ETHYL 
ALCOHOL LEVELS 


To the Editor:—The article by Friedemann and 
Dubowski in THE JourNAL, May 2, page 47, dealing 
with certain aspects of blood alcohol level determi- 
nations and alcoholic intoxication is excellent. Cer- 
tain of the comments, however, deserve further 
critical evaluation. They imply that ethanol, isopro- 
panol, and certain other volatile skin cleansers have 
a negligible effect on the alcohol content of blood 
drawn with their use. This is somewhat contrary to 
my observations. If the skin is allowed to dry 
thoroughly, it is obvious that no contamination can 
occur. A problem arises as to when the skin is 
thoroughly dried, before removing a blood speci- 
men for analysis. 

I have repeatedly observed that ethanol and iso- 
propanol, used in their usual cleansing concentra- 
tions, under ordinary laboratory conditions prior to 
the removal of blood, will occasionally cause a 
marked contamination of the specimen, introducing 
a positive error of as much as 200 mg. of ethanol 
per 100 ml. of blood. This contamination is not con- 
stant with each specimen but varies and probably 
depends on the technique of venipuncture used. 
I have found absurdly high blood alcohol levels 
(in the light of the defendant’s clinical condition) 
associated with alcohol cleansing agents. At other 
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times, on control studies, the amount of alcohol 
found is not significant.,! believe that a definite 
danger exists of falsely increasing the blood alcohol 
content when such agents are used, and rather than 
add a possible error into an already controversial 
situation, I prefer the use of aqueous cleansing 
agents. This also obviates needless courtroom dis- 
cussion. 

The estimation of the blood alcohol level in the 
cadaver may be of interest. Postmortem diffusion 
of alcohol from the intestinal tract does occur, and 
for this reason I prefer blood from an extremity, 
before any embalming process is started. Since the 
average embalming room is contaminated with 
alcohols and aldehydes, it is almost impossible 
adequately to clean an embalming fluid bottle for 
use as a blood container. I prefer the use of chemi- 
cally clean vials. JosepH BEEMAN, M.D. 
309 W. Idaho St. 

Boise, Idaho 


MEDICAL HYPNOSIS 


To the Editor:—In Dr. Erickson’s letter in THE 
Journat, Feb. 14, page 746, there are issues of fact 
and implication about the American Board of Medi- 
cal Hypnosis which require correction and clarifica- 
tion. Dr. Erickson stated that this board was “or- 
ganized by private individuals.” The American 
Board of Medical Hypnosis is a division of the 
American Board of Clinical Hypnosis which has 
divisions also in psychology and dentistry and 
which is incorporated in the state of New York. 
The American Board of Medical Hypnosis is spon- 
sored by the Society for Clinical and Experimental 
Hypnosis, the representative scientific organization 
in this field since 1949. The board is affiliated with 
the Institute for Research in Hypnosis, also incor- 
porated in the state of New York. Leadinz mem- 
bers of the Society for Clinical and Experimental 
Hypnosis served individually as special consultants 
to the Council on Mental Health in connection with 
the 1958 Report on Medical Use of Hypnosis. 

Dr. Erickson questions this board on the ground 
that hypnosis is “not a specialty,” apparently im- 
plying that this board attempts to establish it as 
such. The fact is that the American Board of Medi- 
cal Hypnosis opposes any limitation of practice to 
the use of hypnotic methods alone. 

At its inception the American Board of Medical 
Hypnosis established contact with the secretary of 
the Council on Medical Education and Hospitals 
and with the secretary of the Advisory Board for 
Medical Specialties. Their advice was enlisted in 
the hope that the board would eventually qualify 
for functioning under A. M. A. auspices. 

One requirement for recognition by the Ameri- 
can Board of Medical Hypnosis is prior certification 
by one of the American medical specialty boards 
approved by the Council on Medical Education 
and Hospitals and the Advisory Board for Medical 
Specialties or active membership in the American 
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Academy of General Practice. Should it develop 
that the structure of the hypnosis board be too 
atypical for operation among the basic specialty 
boards, it may still be hoped that the American 
Medical Association will accept the beard’s special 
status and cooperate in its functioning as an indi- 
cation of interest and resolve to support high level 
education and practice in this area. 


Jerome M. Scuneck, M.D., President 
American Board of Medical Hypnosis 
26 W. Ninth St. 

New York 11. 


To the Editor:—Dr. Schneck does not dispute the 
fact that the American Board of Medical Hypnosis 
and its sister boards were privately organized. In- 
stead, he states, that the board is incorporated in 
New York state. Inquiry into this incorporation 
elicited, in December, 1958, the following telegram: 

The Commissioner of Education has indicated that he 
would consent to the incorporation of The American Board 
of Clinical Hypnosis, Incorporated, under the membership 
corporation law. Consent to incorporation does not carry 
with it any approval of the purposes of the corporation. 


Cuarves A. Brinp, Counsel 
New York State Education Department 
New York. 


Dr. Schneck states that the boards are sponsored 
by the Society for Clinical and Experimental Hyp- 
nosis and that they are affiliated with the Insti- 
tute for Research in Hypnosis. The fact is, the 
boards were first announced to the membership of 
the society as an accomplished fact, fully organ- 
ized, incorporated and ready to do business on a 
fee basis. This announcement was the first knowl- 
edge that the society membership had of the so- 
called boards. Hence, the society not only did not 
sponsor their organization but the matter of the 
boards was not presented to the membership of the 
society at the annual meeting in October, 1958. 
The constitution of the society provides that only 
the membership of the society, gathered in meet- 
ing, can transact society business. Therefore, no 
group within the society could actually sponsor the 
boards. While the assertion that the board is affili- 
ated with the Institute for Research in Hypnosis is 
undoubtedly true, the institute is a privately or- 
ganized and privately directed organization. 

Since Dr. Schneck states that correspondence was 
established with the American Medical Association 
in organizing the boards, the following announce- 
ment in the AMA News, March 23, 1959, seems 
pertinent: “The AMA’s Council on Mental Health 
announces that the ‘American Board of Medical 
Hypnosis, which presumably has set itself up as a 
certifying body for physicians using the technique, 
is neither connected with nor approved by AMA.” 

Mitton H. Erickson, M.D., President 
American Society of Clinical Hypnosis 
32 W. Cypress St. 

Phoenix, Ariz. 
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MEDICOLEGAL ABSTRACTS 


Criminal Insanity: Addict Suffering from Symptoms 
of Narcotic Withdrawal.—The defendant was found 
guilty of first-degree murder committed during the 
perpetration of a robbery. From a judgment im- 
posing the death penalty he appealed to the Su- 
preme Court of New Jersey. 

The defendant offered the defense of insanity. 
The evidence, said the court, would well warrant a 
finding that the defendant was addicted to heroin, 
taking daily injections. The thesis of the defense 
was that the holdup was conceived and executed to 
acquire funds to purchase heroin to satisfy the im- 
perative bodily demand for the drug while the 
defendant was in the withdrawal stage of his 
addiction, and hence he should be acquitted. 

One of the medical specialists who testified on 
behalf of the defendant said that, during the with- 
drawal stage, the physical and emotional symptoms 
increase to the point of desperation, so that the 
addict's ability to reason things through is not nearly 
as logical as it normally is; hence he is quite ill, 
mentally and emotionally. It is probably true, he 
said, that addicts labor under a defect of reasoning 
because of these physical and emotional symptoms, 
and they are therefore less able to know the quality 
of the act they are doing. The witness agreed, how- 
ever, that the defendant was not insane in the sense 
contained in the M’Naghten rule; he could distin- 
guish right from wrong, but the withdrawal experi- 
ence made him emotionally ill to a degree that 
colored his ability to do this. Finally, the doctor 
testified that drug addiction over a period of years 
may cause a certain amount of mental deterioration, 
although he did not suggest that any had here 
occurred. Nor was there testimony that the de- 
fendant was “insane” in any sense as of the time of 
trial. 

The defendant's other medical expert stated that 
although the addict knows what he is doing the 
demand for the drug is so great that he cannot 
exercise judgment and restraint on his behavior to 
the same degree that a normal person can. He 
agreed that the defendant knew the difference 
between right and wrong, knew that what he did 
was wrong and a violation of the law, and was able 
to form the intent to rob, but, he said, “These 
people are no longer free agents. The need of the 
drug controls them.” 

The defendant's testimony, although descriptive 
of the painful withdrawal symptoms, revealed a 
clear appreciation and recollection of the crime. He 
recounted the planning and perpetration of the 
robbery and attack in detail. 

On this record the trial court charged that volun- 
tary use of narcotics will not excuse or justify a 
crime; that if such use results in a mental disease, 
the disease will receive the same recognition as 
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insanity arising out of any other cause; and that 
where, as here, the claim is temporary insanity the 
issue is whether the accused was laboring under a 
defect of reason and did not know the nature and 
quality of the act he was committing, or, if he did 
know it, that he did not know what he was doing 
was wrong. Thus the issue went to the jury, in 
terms of the M’Naghten test applied to a temporary 
mental derangement. Defendant urged the restless 
question whether the M’Naghten rule is a correct 
approach to the defense of insanity. We fail to see 
how this case presents the question, said the Su- 
preme Court, because the competing tests all re- 
quire some form of mental disease or defect and 
none appears in the record before us. 

The general rule, continued the court, is that the 
voluntary use of drugs, like the voluntary use of 
alcohol, is not a defense to murder (in the absence 
of mental disease resulting therefrom), although in 
some situations it may be pertinent with respect to 
the degree of that crime by negating the existence 
of the specific intent to kill. Our cases hold that 
voluntary intoxication is no defense to murder, but 
where the state’s thesis is that the killing was will- 
ful, deliberate, and premeditated, intoxication which 
so prostrates the faculties as to prevent the forma- 
tion of the specific intent to kill will hold the crime 
to murder in the second degree. The same rule 
applies with respect to the influence of narcotics. 

Here the trial court directed the jury to consider 
the evidence offered as to insanity in determining 
whether there existed the specific intent to rob and 
directed an acquittal if that intent was not found. 
Since the defendant testified that he knowingly 
planned and committed the holdup, and in view of 
the testimony of the defense psychiatrists that the 
defendant did formulate the intent to rob, the jury 
was justified in finding as it did. 

The court held, therefore, that the instructions on 
this part of the case were not grounds for reversal. 
The verdict was reversed on other grounds, how- 
ever. State v. White, 142 A (2) 65 (N. J., 1958). 


Privileged Communications: Waiver by Delay in 
Objecting to Testimony.—The defendant was 
charged with the crime of gross indecency. He was 
found to be a criminal sexual psychopath and ap- 
pealed to the Supreme Court of Michigan. 

During the course of the hearing the trial judge 
appointed a panel of three psychiatrists to deter- 
mine whether he was a criminal sexual psychopath, 
one of the panel members being the defendant's 
private physician. The report of the panel was 
based largely on the notes and records gathered by 
this physician during his consultations. 

The only issue on appeal was the defendant's 
claim that the entire examination was in violation 
of the doctor-patient privilege applying to com- 
munications between the defendant and his phy- 
sician and was thus in violation of the defendant's 
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constitutional rights. The defendant reasoned that 
he went to his physician voluntarily and in the ordi- 
nary doctor-patient relationship, and that his physi- 
cian was therefore disqualified from serving as one 
of the three examining court-appointed psychia- 
trists, because he could not do so without neces- 
sarily making use of confidential communications 
made to him during the course of defendant's pri- 
vate treatment. The state admitted that the physi- 
cian did make extensive use of notes taken by him 
in the course of private treatment, as well as of 
hospital records made in connection therewith. If 
disclosure of the confidential communications to the 
other psychiatrists was improperly made, said the 
court, there can be no question but what it influ- 
enced the opinion of the other members of the 
panel and was probably largely determinative of 
their final opinion. In any case, the court could not 
unravel the extent to which they may have been so 
influenced. 

Whether or not the doctor-patient privilege was 
waived was of critical importance. The defendant 
knew the identity of the three psychiatrists ap- 
pointed by the court to examine him and he there- 
fore knew that his private psychiatrist was among 
their number. The state contended that because he 
made no objection prior to the hearing he waived 
any privilege which he might otherwise be entitled 
to claim as regards his own doctor's participation. 
However, said the Supreme Court, this court is of 
the opinion that the defendant was under no obli- 
gation, prior to trial, to raise objections to the 
appointment of a panel of psychiatrists, and there- 
fore his objection at trial to the testimony of the 
psychiatrists on the grounds that they were of 
necessity based in part on confidential communica- 
tion was timely. There does not appear to have 
been any waiver of his privilege. 

Since the privilege had not been waived, the 
conviction based on it could not be sustained. The 
judgment against the defendant was therefore re- 
versed. People v. Wasker, 91 N. W. (2d) 866 (Mich., 
1958). 


Medical Associations: Subpoena of Records.—This 
was basically an action for damages by the peti- 
tioner against the Los Angeles County Medical 
Association, and others. During the course of the 
proceedings the petitioner caused a subpoena duces 
tecum to be issued to the secretary-treasurer of the 
association, who refused to produce the documents 
requested. The trial court sustained this refusal so 
the petitioner filed a mandamus proceeding to com- 
pel the court to set aside its ruling. The mandamus 
proceeding was heard in the district court of appeal. 

The petitioner had affirmatively alleged that 
the defendants conspired and combined to domi- 
nate and control the practice of medicine in Los 
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Angeles County in such a manner as to prevent 
competition between licensed doctors in the area 
and its members, particularly when the licensed 
doctor came from out of the state. He had been a 
member of the medical association in another state 
prior to moving to California and alleged, that his 
professional and ethical qualifications were of the 
highest caliber. He was denied membership in the 
defendant society, however, and, because of not 
being a member of the defendant, he was denied 
membership on the staffs of 90% of the hospitals in 
the Los Angeles County area. 

The subpoena which the petitioner caused to be 
issued to the defendant requested its secretary- 
treasurer to produce all letters written by any 
member of the defendant regarding the petitioner; 
all investigations regarding the professional, per- 
sonal, ethical, or moral background of the petitioner; 
all documents presented at any meeting of the 
defendant with reference to the petitioner's mem- 
bership application; and all books, documents, rec- 
ords, papers, and files of the defendant in con- 
nection with its deliberations on the petitioner's 
membership application. On advice of counsel the 
defendant’s secretary-treasurer refused to answer 
questions put to him concerning the rules, regula- 
tions, or policies of the association and refused to 
produce any of the material requested. 

The question first arose as to the permissible 
limits of the taking of testimony by ancillary pro- 
ceedings. The California law relating to this subject 
provides, in part, “. . . it is not ground for objection 
that the testimony will be inadmissible at the trial 
if the testimony sought appears reasonably calcu- 
lated to lead to the discovery of admissible evi- 
dence. All matters which are privileged against 
disclosure upon the trial under the law of this State 
are privileged against disclosure through any dis- 
covery procedure. . . .” In the light of this rule the 
court of appeals said that it is evident that unless 
the matters sought to be elicited by the refused 
questions are privileged against disclosure under 
the law of this state, the questions should be 
answered. 

The plaintiff, said the court, is seeking damages 
for injuries caused to him by the tortious conduct 
of defendants. He is not seeking, either directly or 
indirectly, to compel the defendant association to 
admit him to membership. It is the plaintiff's theory 
that the alleged practices of the defendant associa- 
tion, particularly those respecting the use of hos- 
pitals and the cooperation and consultation of 
member doctors of medicine with nonmember doc- 
tors of medicine, have been calculated to make it 
impossible for a nonmember to compete with a 
member of the association in the practice of medi- 
cine. Thus, the basic issue presented by the plead- 
ings is the existence or nonexistence of a combina- 
tion to restrain competition by the plaintiff. 
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The California law relating to statutory privi- 
leges provides against the examining of a witness 
about confidential communications between hus- 
band and wife, attorney and client, confessor and 
confessant, physician and patient, and public offi- 
cers and certain newspaper personnel. In a prior 
California case it was indicated, in construing this 
provision, that unless the statute expressly extends 
the privilege to specific persons or classes, the law 
will not justify such individuals in refusing to dis- 
close facts contained in documents which would 
otherwise be competent evidence in a particular 
proceeding. The court of appeals therefore con- 
cluded that the California law extended to the 
defendant no privilege against disclosure of the 
matters here in question. 

The defendants argued, however, that public 
policy demands that documents, communications, 
and information of the nature and type sought 
herein should be treated as confidential and not 
available for disclosure and inspection as desired 
by the petitioner. More especially, they contend 
that since the courts will not interfere in the inter- 
nal affairs of a voluntary association respecting 
applications for membership nor compel member- 
ship therein, questions or documents dealing with 
the reasons for petitioner’s denial of membership 
therein and related rules in general become im- 
material and irrelevant. The cases cited by the de- 
fendants, however, failed to support the contention 
that inquiry into the reasons for denial of member- 
ship will be precluded where it is charged that 
membership was denied for the purpose of restrain- 
ing trade and competition as a part of a conspiracy 
to restrain trade and competition, an unjustified 
concerted refusal to deal, and an unjustified inter- 
ference with contractual and advantageous relation- 
ships. 

On a review of all the evidence, the court of 
appeals found that the plaintiff sufficiently alleged 
a purpose on the part of the defendants to restrain 
competition by him, as well as acts done in pur- 
suance to that purpose, to state a cause of action. 
Perhaps some of these acts could be proved by the 
plaintiff without the aid of discovery proceedings, 
but probably the motives and purposes of the de- 
fendants could never be. Unless the plaintiff is 
permitted to obtain answers to proper questions, he 
will be deprived of the means of obtaining in ad- 
vance of the trial information concerning the issues 
as well as the means of producing the evidence 
necessary to sustain his action. A review of the 
questions which the defendants have refused to 
answer, concluded the court, brings us to the con- 
clusion that the matters, facts, and information 
sought to be elicited thereby are not privileged 
against disclosure under the law of this state and 
are relevant as determined by the subject matter 
of the action and by the potential, as well as the 
actual, issues in the case. 
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Accordingly the order of the trial court was 
reversed and the defendants directed to answer the 
requested questions and produce the requested 
documents. Tatkin v. Superior Court, 326 P (2) 201 
(Calif., 1958). 


MEDICAL FILM REVIEWS 


Never Alone: 16 mm., color, sound, showing time 28 minutes. 
Produced in 1958 by Camera Eye Productions, Los Angeles, 
for and procurable on loan from the American Cancer Society, 


521 W. 57th St., New York 19. 


“Never Alone” stresses the fact that the Ameri- 
can Cancer Society is nothing more than a con- 
tinuation of an American tradition: Americans 
have always banded together to build a neighbor's 
house or a barn; a pioneer in any field in the na- 
tion’s history has never been alone; and today the 
volunteer—the pioneer in the fight against cancer 
—is not alone. The cancer patient, as well as the 
cancer researcher, is never alone. All are people 
who fight cancer with everything at their com- 
mand. The film details the country-wide opera- 
tions of the American Cancer Society and its 2 mil- 
lion volunteer workers. It takes the viewer into 
the lives of some of the 800,000 persons now alive 
who have been cured of cancer, and then into re- 
search laboratories where actual research scientists 
are seen at their work. The film also takes the au- 
dience to a meeting of the board of directors of 
the society as well as to the homes of patients who 
are being aided by the society’s service program. 
This is a well-organized human interest picture. 
It has a warm personal touch which will appeal 
to most adult audiences, and it is both entertain- 
ing and informative. This film is recommended for 
showing to service clubs, parent-teacher associa- 
tion meetings, and any lay groups who are inter- 
ested in learning how voluntary health agencies 
mobilize persons from all walks of life, in a com- 
mon struggle against disease. 


Catalog of Films on Pediatrics 
and Child Health 


A new catalog of films on pediatrics and child 
health is now available from the American Medical 
Association Department of Medical Motion Pic- 
tures and Television. This catalog is the result of 
a long-term reviewing project by the Committee 
on Medical Education of the American Academy 
of Pediatrics and the Department of Medical Mo- 
tion Pictures of the A. M. A. Each film title is 
accompanied by a short description, information 
necessary to determine its suitability for showings, 
and its source. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Gas-Analytical Studies in Severe Pneumonia: Ob- 
servations During the 1957 Influenza Epidemic. H. 
Herzog, H. Staub and R. Richterich. Lancet 1:593- 
596 (March 21) 1959 [London]. 


Between September and December, 1957, 264 
patients with severe Asian influenza were admitted 
to the University Hospital (Biirgerspital) in Basel, 
Switzerland. Of these, 125 had pulmonary compli- 
cations, and 22 were dangerously ill and needed 
special therapeutic measures, such as tracheotomy 
and artifiical respiration; 12 of the 22 died. Autopsy 
records of 11 of the 12 patients were available and 
revealed as a striking and characteristic finding 
severe tracheobronchitis, often hemorrhagic and 
pseudomembranous. Blood for gas analysis had 
been obtained by puncture of the brachial artery 
from the 22 patients. In many of these patients an 
arterioalveolar carbon dioxide tension gradient was 
observed. Oxygen was used extensively to combat 
hypoxia. The oxygen saturation rose in all but 5 
of the 22 patients above 65%. These 5, whose oxy- 
gen saturation remained below 65%, died; hypoxia 
was directly responsible for 1 death only, but it may 
have been a contributory cause for the other 4. If 
oxygen unsaturation persisted, with or without car- 


bon dioxide retention, artificial respiration was be- | 


gun. Some patients had severe long-continued hy- 
poxia without the occurrence of signs of damage 
to brain, heart, or kidney. Congestive heart failure 
was a significant cause of death in 4 patients. The 
most important cause of death was irreversible 
cardiovascular collapse which occurred in 8 pa- 
tients; it was associated with leukopenia in 6 of the 
8 patients. 

The reported observations showed the consider- 
able advances in the treatment of respiratory fail- 
ure, since most of the patients who died did not 
succumb to hypoxia. Nevertheless, the total number 
of deaths was still too high and may be reduced by 
better management. No potential bone-marrow de- 
pressants, such as amidopyrine derivatives, should 
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time, and they must not be kept longer than five days. Periodicals pub- 
lished by the American Medical Association are not available for lending 
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be used. Fever should be treated by physical means, 
supplemented by innocuous antipyretics, such as 
aspirin. Unless contraindicated by congestive fail- 
ure, fresh whole-blood transfusions should be given. 
Routine use of gammaglobulin seem justified. Ex- 
change transfusions might be worth trying in des- 
perate cases, with the dual purpose of removing 
toxic substances and correcting the leukopenia. 


Aseptic Cavitation of Pseudotumors. J. Prignot and 
R. Van de Velde. J. frang. méd. et chir. thorac. 
12:623-645 (no. 6) 1958 (In French) [Paris]. 


Aseptic cavities occurring in masses of silicotic 
pseudotumor have been the subject of several re- 
cent clinical and radiologic publications. The 
authors found cavities of this type in 22 miners 
afflicted with confluent or massive fibrosis. Occur- 
ring in older persons after long work in a strong 
concentration of dust, these aseptic cavitations were 
accompanied by expectoration of dust-discolored 
sputum. There was temporary alteration of the 
general state, as shown by fever, weight loss, and 
lack of appetite. Less noticeable auscultatory symp- 
toms were sibilant or moist rales. Erythrocyte sedi- 
mentation rate was determined according to the 
Westergren technique; the average rate was 48.6 
mm. per hour, but the dispersion of results was 
wide. The Middlebrook-Dubos test was usually neg- 
ative. T'\is is in contrast to the case of silicotuber- 
culosis .here the reaction is positive. 

These cavitations frequently complicate a serious 
and rapidly progressing pneumoconiosis. In this 
series aseptic necrosis occurred with pneumoconio- 
sis in 18 of the 22 patients. Cavities are frequently 
multiple; they are especially localized in the median 
and peripheral portions of the upper and middle 
pulmonary fields, usually in the upper lobes; their 
contours are at first very irregular and rather thick, 
but may ultimately become thin and smooth. These 
cavities frequently progress toward obliteration by 
filling, rarely toward occlusion by retraction. 

The differentiation between aseptic cavitation and 
silicotuberculosis is important medically, socially, 
and psychologically. Therapy for tuberculosis may 
even be contraindicated for aseptic necrosis. Differ- 
entiation is based mainly on bacteriological exam- 
inations (negative homogeneizations, inoculation of 
the guinea pig). Macroscopic examinations of spu- 
tum furnish useful indexes for diagnosis. The black 
expectoration of aseptic necrosis is frequently de- 
void of purulent material 2s opposed to what is ob- 
served in silicotuberculosis. Also, the quantity of 
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expectoration decreases quickly as soon as the ne- 
crosis has attained its maximum volume. The ex- 
pectoration in cavitary silicotuberculosis remains 
on the contrary, abundant, even when tuberculo- 
static drugs are administered. Alteration of general 
health is much less persistent in aseptic necrosis 
than in silicotuberculosis. An observation of reacti- 
vation of *:ierculosis by aseptic necrosis and also 
some observations of the occurrence of aseptic 
cavitation in patients with bacteriologically con- 
firmed massive silicotuberculosis are presented. 

The possibility of the reactivation of former tu- 
berculous lesions imposes frequent and regular 
bacteriological controls, especially during the pe- 
riod when the excavation is spreading. These reac- 
tivations are not frequent enough to justify the 
preventive administration of tuberculostatic drugs. 
The frequent alteration of the general state indi- 
cates a rest cure, while risks of intrapleural rupture 
of the cavities and of hemoptysis necessitate defini- 
tive abstention from all heavy work. Isolation of 
patients with cavitations without bacilli is not indi- 
cated. Exeresis is only exceptionally possible, be- 
cause most frequently cavitations complicate pro- 
gressive and already advanced pneumoconiosis, 
where cardiorespiratory function no longer allows 
any major intervention. 


Problems Regarding Anticoagulation Therapy of 
Some Thromboembolic Disorders: A Contribution 
of Cases. G. Crolle, S$. Bianco and G. Biichi. Min- 
erva med. 50:324-333 (Feb. 7) 1959 (In Italian) 
{Turin, Italy]. 


Th authors report on the results obtained in the 
treatment with anticoagulants of 132 patients with 
thromboembolic disorders observed during a 5-year 
period. Sixty-two patients had myocardial infarc- 
tion, 42 had thrombophlebitis, and 33 had thrombo- 
embolic manifestations in various locations. Anti- 
coagulants had a markedly beneficial effect in 72.2% 
of the patients; clinically appreciable modifications 
were observed during the course of the disease in 
8% of the patients; thromboembolic complications 
during the course of the treatment occurred in 2.9% 
of the patients, and hemorrhagic complications in 
2.1%; 5.1% of the patients died. The most favorable 
results were obtained in the treatment of deep 
thrombophlebitis and in the treatment and preven- 
tion of pulmonary infarction. Anticoagulants had a 
favorable influence in patients with myocardial in- 
farction, decreasing the percentage of deaths and 
checking especially the occurrence of extracardiac 
thromboembolic complications. The evolution of 
the disease in patients with chronic obliterative 
arteriopathy was notably reduced, or in some favor- 
able cases halted, only after prolonged treatment. 

The risk of hemorrhage can be minimized if be- 
fore treatment with anticoagulants the patient is 
given an accurate clinical examination to make sure 


MEDICAL LITERATURE ABSTRACTS 


J.A.M.A., June 27, 1959 


that he is not of a hemorrhagic diathesis or subject 
to disorders which are contraindications to treat- 
ment with anticoagulants. The dose of anticoagu- 
lant depends in each case on the clinical course of 
the disease. Emphasis is laid on the use of prota- 
mine sulfate and of vitamin K, in counteracting 
possible hemorrhagic complications that may result 
from the use of heparin or coumarin preparations. 


Serum Hepatitis from Whole Blood: Incidence and 
Relation to Source of Blood. C. M. Kunin. Am. J. M. 
Sc. 237:293-303 (March) 1959 [Philadelphia]. 


The studies described were undertaken in 2 Vet- 
erans Administration hospitals in the Boston area 
for the following reasons: (1) to determine the inci- 
dence of serum hepatitis during 1952-1957, (2) to 
compare this incidence with that reported in the lit- 
erature by others, and (3) to determine the relation 
between an apparent increase in incidence of serum 
hepatitis noted in certain years and the purchase 
of whole blood from a particular commercial source. 
The study was undertaken when the occurrence of 
7 cases of serum hepatitis at one of the hospitals 
in a single year caused concern as to the possibility 
that the blood from this commercial source may have 
been responsible. The study was extended to the 
other hospital in order to test this hypothesis fur- 
ther. Criteria for inclusion of a case in the study 
were (1) evidence that the patient received trans- 
fusions of whole blood in the respective hospital 
within a period of 1% to 6 months prior to the onset 
of jaundice, (2) evidence that the patient did not 
receive transfusions or injections of pooled plasma 
or human thrombin during the incubation period, 
and (3) clinical and laboratory evidence of hepatitis 
when chemical damage, metastatic tumor, nutri- 
tional disease, or contact with cases of infectious 
hepatitis could not be implicated as the cause. 
Since patients receive many medications during 
their hospital stay, injections for therapeutic and 
diagnostic purposes could not be excluded as ve- 
hicles for the transmission of the serum hepatitis 
virus. 

In the West Roxbury VA Hospital the records of 
19 patients with serum hepatitis were reviewed. 
Thirteen of these patients met the criteria for in- 
clusion in the study. In the Boston VA Hospital the 
records of 49 patients with serum hepatitis were 
reviewed, and 24 met the criteria for inclusion 
in the study. The data obtained by the authors indi- 
cate that blood derived from a single commercial 
source was responsible for a small but significantly 
higher incidence of hepatitis than that which oc- 
curred from other sources. Since this bank provided 
only 11% of all pints of blood used in both hospitals, 
its true potential for producing cases of serum hepa- 
titis was largely masked. This finding, together with 
the presence of 4 icteric pints in a single year’s ship- 
ment from the offending bank, indicates not only 
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that inadequate methods of donor screening were 
used but also that the population serving as donors 
for that bank may well have a higher than usual 
incidence of serum hepatitis. Obviously the policies 
of such a bank need to be reviewed. 


Sarcoidosis: An Analysis of Forty-five Cases in a 
Large Military Hospital. E. P. Singer, M. M. Hens- 
ler and P. F. Flynn. Am. J. Med. 26:364-375 (March) 
1959 [New York]. 


Forty-one men and 4 women with sarcoidosis, 
most of them between the ages of 20 and 30 years, 
were studied at the U. S. Air Force Hospital, Park 
Air Force Base, California. The diagnosis was es- 
tablished histologically in 40 patients, and in the 
other 5 the clinical picture was considered suffi- 
ciently characteristic to make the diagnosis. In 
most of the patients the course of the disease was 
relatively benign. Restrictive ventilatory defects 
were severe enough in 5 patients to warrant dis- 
ability and medical discharge from the Air Force. 
Lymphadenopathy was the most prominent physical 
finding, occurring in 25 patients. Slit-lamp examina- 
tion performed on 22 patients showed evidence of 
active or inactive granulomatous uveitis in 11. Ocu- 
lar manifestations presented the most cogent reasons 
for steroid therapy. Three patients were medically 
separated from the Air Force for ocular disability; 
2 of these continued to have active iritis and/or 
uveitis despite continuation of systemic administra- 
tion of steroids, and the 3rd had unilateral blind- 
ness. Epididymitis was an unusual feature in 2 pa- 
tients, and renal insufficiency with azotemia in 1. 

Sarcoidosis is usually detected early in its course 
in military personnel, often when it is apparently 
asymptomatic, with the aid of a routine chest roent- 
genogram. Hilar adenopathy with or without paren- 
chymal changes is the most common finding point- 
ing to the diagnosis. The greatly increased incidence 
among Negroes was again noted, since 25 (61%) of 
the 4i men were Negroes. Except for respiratory 
and ocular complaints, the symptoms were vague. 
There was a paucity of physical signs, even lymph 
node enlargement not being specific. In addition 
to the abnormal chest roentgenogram showing most 
commonly bilateral hilar adenopathy with paren- 
chymal involvement, other laboratory findings in- 
cluded hyperglobulinemia, hypercalcemia, and, not 
infrequently, leukopenia with reiative lymphocy- 
tosis and eosinophilia. 


Therapy of Acute Leukemia by Whole Body Irradi- 
ation and Bone Marrow Transplantation from an 
Identical Normal Twin. J. B. Atkinson, F. J. Ma- 
honey, I. R. Schwartz and J. A. Hesch. Blood 
14:228-234 (March) 1959 [New York]. 


The authors present the history of an 18-month- 
old girl who was hospitalized with a history of an- 
orexia, tiredness, and pallor of 5 weeks’ duration. 
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The symptoms had increased in severity particu- 
larly during the 2 weeks prior to admission. A diag- 
nosis of acute lymphoblastic leukemia was estab- 
lished on the basis of the findings in the peripheral 
blood when compared with the results of the aspira- 
tion biopsy of the bone marrow. Supportive therapy 
given prior to the establishment of the diagnosis 
had no effect on the leukemic picture. The patient 
had a twin sister who was well. The blood types 
of all members of the family were ascertained with 
regard to ABO, CDE, and MN groups, and it was 
found that the twins had exactly the same types. 
There was evidence that the twins were identical. 
The possibility of using irradiation followed by bone 
marrow transplantation from the identical twin was 
considered, and the consulting hematologist, radio- 
therapist, and attending pediatrician were of the 
opinion that this might offer more than the routine 
methods of therapy. 

Total body irradiation was given in a prone “frog 
leg” position. Irradiation with 380 r (skin) or 225 r 
(tissue) quickly eliminated detectable “blastic” ele- 
ments in both the peripheral blood and the bone 
marrow. Nausea and vomiting commenced within 
15 minutes after completion of the irradiation and, 
together with elevated temperature, continued dur- 
ing the following 17 hours preceding the transplan- 
tation of bone marrow. Under general anesthesia, 
bone marrow was obtained from the normal twin. 
A.total of 31 bone marrow aspirations were done, 
with an average volume of 1.3 cm. and a total vol- 
ume of 40.3 cm. Each bone marrow aspirate was 
withdrawn into a siliconized syringe, containing 1 
ce. of an anticoagulant, and immediately and sep- 
arately given to the leukemic twin through a poly- 
ethylene cannulated anterior tibial vein. Random 
cell counts of the nucleated elements revealed 
an average of 65,800 per cubic millimeter of mar- 
row aspirate. This average approximated 234 x 
10° nucleated cells per kilogram of body weight for 
the recipient. Because of thrombocytopenia, the 
patient was given 70 cc. of whole fresh blood taken 
directly from a heparinized donor. After this the 
patient received no further blood transfusions. 

After the transplantation the patient’s appetite 
improved markedly. She was very active and ambu- 
latory on the pediatric floor within one week of the 
irradiation and transplantation. Hair loss began on 
approximately the 17th day after irradiation. It 
reached a maximum in 24 days. The estimated loss 
was 20 to 30%. The patient was discharged from 
the hospital 5 weeks after the transplantation. At 
home she showed excellent appetite and normal 
interest and activity. Seven weeks subsequent to the 
transplantation the child began to have anorexia, 
listlessness, pallor, and fever. Eight weeks after the 
transplantation, examination of smears from the 
peripheral blood and the bone marrow revealed a 
relapse into an acute lymphoblastic picture. The 
patient was hospitalized and transfused. Predni- 
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sone therapy was initiated. An excellent response 
was obtained within 2 weeks, and therapy was con- 
tinued. Four weeks later, refractoriness to corticoid 
therapy was manifest, and mercaptopurine therapy 
was initiated with good results. Seven weeks later 
the patient again entered an acute blastic phase, 
and hospitalization was required for transfusion. 
Amethopterin therapy was started, but response 
was not satisfactory. Readmission to the hospital 
was required one month later for transfusion and 
supportive care, and the child died with the mani- 
festations of an acute leukemia refractory to all 
modalities of therapy 8 months after the initial 
irradiation and marrow transplantation. 

This case proved that irradiation followed by 
marrow transplantation can induce a remission in 
acute leukemia. No information was gained about 
an immune response in this case in which isologous 
marrow from an identical twin was used. Isologous 
transplants will necessarily be limited, since few 
persons have isologous siblings. Experiments on 
animals suggested that possibly a better result re- 
garding control of the leukemia may be obtained 
from the use of homologous marrow. 


SURGERY 


Occurrence of Painless Acute Surgical Disorders in 
Psychotic Patients. W. E. Marchand, B. Sarota, 
H. C. Marble and others. New England J. Med. 
260:580-585 (March 19) 1959 [Boston]. 


The authors present data on the presence or 
absence of pain as a presenting symptom in 79 
patients with acute perforated peptic ulcer, acute 
appendicitis, or fracture of the femur who were 
treated at the Veterans Administration Hospital in 
Bedford, Mass., between 1946 and 1958. Pain was 
found to be absent in 3 of 14 patients with acute 
perforated peptic ulcer, in 7 of 19 patients with 
acute appendicitis, and in 19 of 46 patients with 
fracture of the femur. To explain the frequency of 
painless acute surgical disorders in psychotic pa- 
tients, the meaning of pain is believed to be lost to 
those patients, who are left nonresponsive to painful 
processes. It was found that the absence of pain as 
a presenting symptom occurred twice as frequently 
in the group over the age of 60. The clinical experi- 
ence has shown that, in a decreasing order of fre- 
quency, the patient with an organic psychosis and 
the hebephrenic and catatonic schizophrenic pa- 
tients stood out as those who most often did not 
offer complaints of pain. Furthermore, the intensity 
of pain inherent in a pathological state may play 
a part in determining the presence or absence of 
pain. It appears that the more intense the pain of 
any process, the more frequently a complaint of 
pain will be offered. This suggests that the loss of 
the meaning of pain in psychotic patients can be 
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overcome if the intensity of the pain is severe 
enough. In the experience of the surgical service at 
the VA hospital the presence of a mental disorder 
has not resulted in a higher than usual surgical 
mortality. There were no deaths among patients 
treated for acute perforated ulcer or acute appendi- 
citis, and the mortality in fracture of the femur was 
found to be no higher than that found in general 
hospitals dealing with nonpsychotic patients. 


Surgical Treatment of Constrictive Pericarditis. 
P. Santy, P. Marion and J. Gravier. Maroc méd. 
37:1235-1241 (Dec.) 1958 (In French) [Casablanca]. 


The 101 patients with constrictive pericarditis 
operated on by Santy or by Marion between 1938, 
when Santy performed his first pericardiectomy, 
and June 1, 1958, fall into 3 groups corresponding 
to the 3 anatomicoclinical types of the disease— 
calcific constrictive pericarditis (43 patients), fibrous 
constrictive pericarditis (30), and subacute constric- 
tive epicardiopericarditis (28). Calcific constrictive 
pericarditis is a comparatively late form. None of 
the 43 patients in whom it was present was less 
than 20 years old, and the average age was 48, with 
the patient’s symptoms dating from 5 years before 
the operation. The patients with fibrous constrictive 
pericarditis were younger than those with the cal- 
cific form of the disease; they averaged 25 years of 
age, and their first symptoms of beginning asystole 
had appeared 3 years before they were referred to 
the surgeon. The third type—epicardiopericarditis— 
is a new form that has been seen only since the 
introduction of specific antibiotic therapy for tuber- 
culosis. The average age of the patients was 25 
years, and their heart trouble was usually of com- 
paratively short duration—8 months on the average 
since the onset of the initial pericarditis with effu- 
sion. The tuberculous origin of the condition can 
be proved by the anatomicopathological examina- 
tion, culture, and inoculation in a high proportion 
of these cases (18 out of 25). 

None of the patients in this series died during 
operation, but 5 of the early deaths occurred in 
patients who had suffered operative complications 
(parietal rupture of the heart, coronary injury). The 
early deaths, i. e., those that occurred between the 
day of operation and the 19th postoperative day, 
were due to cardiorespiratory failure (5), progres- 
sive anoxia (7), and suppurative mediastinitis (3). 
The mortality increases with the age of the patient; 
thus, it was 11% of those under 20, 17% of those 
aged 20 to 40, and 33% of those over 40. The ana- 
tomicoclinical type of the disease also has an 
important influence on the operative prognosis: 
subacute epicardiopericarditis had the lowest mor- 
tality (8%), even though the tuberculous lesions are 
still active in these patients. Fibrous constrictive 
pericarditis came next with a mortality rate of 
20.5%, and calcific constrictive pericarditis, which 
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appears in an older age group, had a rate of 28% 
(which may rise to 40% in patients with complete 
arrhythmia). 

Classification of the late results in patients with 
a follow-up of at least one year showed 3 late deaths 
not directly due to asystole, and 9 functional fail- 
ures (leading to death in 3 patients). A complete 
cure was obtained in 38 patients, and the condition 
of 6 was greatly improved. Three additional cures 
were secured by reoperation on patients in whom 
the late functional results of the first operation 
were poor. Thus, 41 (73%) of the 56 patients fol- 
lowed for at least one year obtained perfect results. 


The Clinical Aspect of Middle Lobe Syndrome. 
H. J. Peiper. Arch. klin. Chir. 290:231-259 (no. 3) 
1959 (In German) [Berlin]. 


The author reports on 21 patients with isolated 
atelectasis of the middle lobe of the right lung, 
associated with chronic inflammatory and fibrous 
changes of the parenchyma as a result of temporary 
or permanent bronchostenosis, who were studied 
at the surgical clinic of the University in Marburg, 
Germany, between 1952 and 1958. The broncho- 
stenosis in these patients was caused by hyperplasia 
of lymph nodes or by a destructive bronchitis. In 
an additional 6 patients, atelectasis of the middle 
lobe of the right lung was simulated by a malignant 
tumor, i. e., carcinoma of the middle lobe in 4 pa- 
tients and bronchial adenoma in 2. The term “mid- 
dle lobe syndrome” should be used only for isolated 
atelectasis of the middle lobe of the right lung of 
inflammatory origin. The symptomatology of the 
middle lobe syndrome is not characteristic and 
corresponds to that of a chronic pulmonary disorder. 
Almost all the patients complained of chronic cough 
with varying expectoration. Hemoptysis occurred 
occasionally. Pain in the anterior region of the 
thorax occurred frequently. Dyspnea was rare. Dif- 
ferential diagnosis is difficult, and roentgenographic 
examination is decisive, although it may still happen 
that the picture of an atelectatic middle lobe may 
be erroneously interpreted as interlobar effusion, 
pleural adhesion, or tumor shadow. 

Fourteen of the 21 patients were operated on, 
and 7 were treated conservatively. Of the 14 
patients, 11 underwent lobectomy, 1 had a bilobec- 
tomy, 1 had a thoracotomy, and 1 had a bronchot- 
omy with removal of foreign body. There was no 
operative death. The postoperative course of one 
patient was complicated by hydropneumothorax 
which was treated successfully with Monaldi’s 
drainage. Follow-up examinations showed that the 
patients were doing well except for one who had 
undergone bilobectomy for bronchiectasis and who 
was readmitted to hospital for pneumonia of the 
remaining lobe. An active surgical approach should 
be attempted in all patients in whom a neoplasm 
can be definitely excluded or who present unequiv- 
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ocal signs of chronic pulmonary suppuration, bron- 
chostenosis, bronchiectasis, abscess, or bronchial 
calculi. 


Mortality Associated with Biliary Tract Disease: 
I. Comparison of Surgical and Medical Manage- 
ment. J. A. Sterling, S. Virabutr and R. Goldsmith. 
Am. J. Gastroenterol. 31:241-249 (March) 1959 [New 
York]. 


Of 4,308 patients who died at the Albert Einstein 
Medical Center in Philadelphia between 1947 and 
1956, 106 died primarily because of biliary tract 
disease. Forty-three of these 106 patients were 
operated on for relief of biliary tract disease, and 
autopsy was done on 12 (28%) of the 43. Of the 63 
patients who died without undergoing surgical 
treatment, autopsy was done on 16 (25%). Of the 43 
patients operated on, 16 had chronic calculous 
cholecystitis. This was also present in 5 additional 
patients in whom the gallbladder had perforated. 
Five patients had carcinoma of the head of the 
pancreas, and 10 patients had carcinoma in the 
duodenal papilla, gallbladder, liver, and common 
bile duct. The remaining 7 patients had acute in- 
flammatory hepatobiliary tract disease. Of these 43 
patients, 28 had remediable disease in the biliary 
tract. In 3 cases death was ascribed to errors in 
surgical techniques. Seventzen patients had addi- 
tional diseases and complications, including myo- 
cardial infarction, pulmonary emboli, duodenal 
ulcer, pancreatitis, acute appendicitis, gastrointes- 
tinal hemorrhage, diabetes mellitus, acute renal in- 
sufficiency, and primary tuberculosis. Except for 
the 8 patients with myocardial infarction, 20 pa- 
tients (46%) with benign disease could have been 
saved. 

Of the 63 patients not operated on, 13 had acute 
cholecystitis, and 2 had empyema of the gallblad- 
der. Twenty-six of the 63 patients had carcinoma 
of the head of the pancreas or carcinoma in the 
common bile duct, liver, or other parts of the biliary 
tract and could not have been saved. Of the remain- 
ing 37 patients with benign disease, 11 had addi- 
tional irremediable disease, leaving 26 (41%) in 
whom benign biliary tract disease was the cause 
for death. Thus, a total of 46 (43%) of the 106 
deaths might have been prevented by the applica- 
tion of early surgical procedure and adequate 
management. 


Adenomas of the Colon and Rectum. E. R. Wase- 
miller. Journal-Lancet 79:89-96 (March) 1959 [Min- 


neapolis]. 


The literature on adenomas of the colon and 
rectum, which are the commonest benign tumors 
occurring in these parts of the large intestine, has 
been reviewed with respect to the basic concepts 
in causation, incidence, and pathogenesis of these 
tumors and the methods of diagnosis and treatment. 
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Proctosigmoidoscopic examinations were performed 
by the author on 200 patients as part of the routine 
physical examinations and because of the following 
symptoms indicating rectal or colonic disease: (1) 
bleeding or passing of mucus, (2) change in bowel 
habits, (3) tenesmus, (4) constipation, (5) diarrhea, 
(6) abdominal cramps or pain, and (7) hemorrhoids. 
These examinations revealed that 6 of the 200 pa- 
tients had carcinomas, 42 had benign adenomas, 1 
had an abscess, 2 had acute proctocolitis, and 2 had 
melanosis of the colon. Thus, 3% of the patients 
examined had carcinomas and 21% had benign 
adenomas. Of the 42 patients with adenomas, 26 
had single, 16 had multiple, 2 had pedunculated, 
and 38 had sessile adenomas. There were 2 with 
villous adenomas. Six had adenomas above the 
20-cm. level. The 21% incidence of adenoma was 
somewhat higher than the national average of about 
10%. This was attributed to the fact that most of 
the patients examined were over 40 years of age 
and had symptoms indicating rectal or colonic 
disease. 

It is now generally accepted that benign mucosal 
adenomas are definitely premalignant lesions and 
should, therefore, be treated adequately by local 
removal or destruction. In the reported series, ade- 
nomas above the peritoneal reflection were removed 
by cold biopsy forceps, and the base was coagulated 
only if necessary to control bleeding. In only one 
patient did a complication occur; he complained of 
tawer abdominal pain the day after operation and 
liad a temperature of 99.8 F (37.5 C). His symptoms 
subsided within 12 hours. Radical surgery is indi- 
cated if invasive carcinoma has developed. Early 
diagnosis, proper management, and careful follow- 
up are essential if prophylaxis of cancer of the large 
intestine is to be appreciably improved. 


Tendon Transplantation in Poliomyelitic Complica- 
tions of the Knee and of the Foot: Long-Term Re- 
sults. V. Genta and M. Vacirca. Arch. chir. ortop. 
23:349-369 (Nov.-Dec.) 1958 (In Italian) [Milan, 
Italy]. 


Transplantations of the biceps femoris to the knee 
and of the extensor digitorum longus to the foot 
were inspected in 48 patients in periods not earlier 
than 5 years after surgery. The operation aimed at 
stabilization of flexion of the knee or foot weakened 
by poliomyelitis. Transplantation of the biceps 
femoris alone was done in 9 instances, of semimem- 
branosus alone in 1, and of sartorius combined with 
internal rectus in 1. Biceps femoris was combined 
with semitendinosus in 4 instances, with semimem- 
branosus in 4, and with both semitendinosus and 
semimembranosus in 4. End-result of the correction 
of the knee flexion was poor in one patient, who 
still required orthopedic apparatus for walking and 
in whom flexion instability was attributed to post- 
operative complications. The remaining patients 
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regained the functional stability of the knee. Of 
the postoperative complications, patellar dislocation 
developed in 7 instances, all being related to the 
transplantation of the biceps femoris alone. Re- 
curvatum was observed in 10 instances of transplan- 
tation of the biceps femoris alone or in combination 
with other muscles. Of 30 foot operations, the end- 
result was good in 23 patients and poor in 7. The 
most effective transplantation was obtained with 
the extensor digitorum longus on the first metatar- 
sal in paralysis of the tibial muscles and with 
peroneal muscles on the heel in paralysis of the 
tricipital. 


Traumatic Pancreatitis. R. Amgwerd. Helvet. chir. 
acta 25:459-474 (Dec.) 1958 (In German) [Basel, 
Switzerland]. 


The author describes observations on 9 patients 
with traumatic injuries of the pancreas, who were 
treated in the surgical clinic of the University of 
Zurich between 1940 and 1957. Two were open and 
7 were closed injuries. The diagnosis of this lesion 
in accident cases is difficult, particularly when in- 
juries of the head or of the extremities exist in the 
same patient. Furthermore, other internal organs 
may be injured simultaneously, as was the case in 
5 of the 9 patients. The traumatic injuries vary, 
depending on the intensity of the injuring force. 
Slight contusions are probably more frequent than 
is generally realized. Tearing may range from a 


small tear into the capsule to complete division of 


the pancreas. Mild traumas may cause edema or 
small hemorrhages into the gland. Traumatic pan- 
creatitis which is accompanied by massive discharge 
of secretion into the free abdominal cavity produces 
increasing peritonism, whereas mild leakage of 
secretion may result in peritoneal adhesions, pro- 
liferation of connective tissue, and encapsulation 
of the omental bursa. Chemical tests on blood and 
urine may confirm the diagnosis of traumatic dam- 
age to the pancreas. The examination of the diastase 
content of the urine according to the method of 
Wohlgemuth is often sufficient. Observations on the 
carbohydrate metabolism are helpful in that hyper- 
glycemia may be indicative of pancreatic injury. 
The treatment of traumatic pancreatitis should 
aim at preventing massive absorption of pancreatic 
secretions and the autointoxication of the organism. 
Mild lesions heal spontaneously. Tears in the gland 
should be repaired by capsular suture. The author 
rejects the suture of a divided excretory duct, but 
advises internal splinting with the aid of a poly- 
ethylene catheter. Torn-off portions of the pancreas 
should be removed. Duodenopancreatectomy and 
observations on one of his own cases convinced the 
author that reduction of the pancreas by more than 
half does not result in incretory disturbances. Drain- 
age is necessary in all operations on pancreatic 
wounds. Pancreatic pseudocysts develop when pan- 
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creatic secretion enters the closed omental bursa. 
Treatment consists in external drainage of the cyst 
(rarsupialization), if possible in extirpation of the 
cyst, or in anastomosis of the cyst to a hollow organ. 
Fistulas, abscesses, and hemorrhages may develop 
as sequels of traumatic pancreatitis. The hemor- 
rhages may be fatal. The author gained the impres- 
sion that the prognosis of traumatic pancreatitis is 
determined by the severity of the pancreatic and of 
the accompanying injuries. In case of severe dam- 
age the destroyed tissue should be removed so as 
to prevent chronic pancreatitis. 


Pilonidal Disease: Management without Excision. 
P. Jacobson. GP 19:84-90 (March) 1959 [Kansas 
City, Mo.]. 


One hundred eight patients with pilonidal disease 
were operated on according to a method devised in 
an attempt to preserve the normal anatomy of the 
sacrococcygeal region, and particularly of the inter- 
gluteal depression, since alteration of this depres- 
sion, when it has been excised along with the 
pilonidal lesion, can be the cause of much discom- 
fort, resulting in inability to take long automobile 
trips or to sit normally for extended periods. This 
method consists essentially of destroying the epith- 
elium-lined channels and properly exposing the 
sinuses, all with a powerful electrosurgical unit. 
Low spinal or saddle block anesthesia is preferable 
to general anesthesia, although in some cases local 
block is sufficient. The wound is then treated as a 
burn and heals by granulation and epithelization. 
Meticulous attention to the details of controlling 
and directing the growth of epithelium down the 
slopes of the wound and preventing hairs and other 
foreign bodies from becoming buried is essential 
for success. 

Of the 108 patients so treated, only one had a 
known recurrence. Seventy patier’s had simple 
cysts, of which only 6 were suitable for marsupiali- 
zation. Thirty-three patients had accessory sinuses, 
and 6 had recurrent sinuses. Of the latter, 1 had 4 
previous operations; 1, 3 operations; 1, 2 operations; 
and 2, 1 operation. The only patient who had a 
recurrent sinus in this series had been operated on 
only once; he was a large, fat, hairy 16-year-old boy. 
The author believes that, if proper precautions re- 
garding the hair had been observed, there might 
have been no recurrence. 

The method described returns the sacrococcygeal 
region to its normal state, and there have been no 
complaints of sensitiveness. Criticisms of this oper- 
ation are that it is not a clean surgical procedure 
and that it requires long, tedious postoperative care. 
The author does not consider these criticisms to be 
valid if this additional burden overcomes the 3 
objections to the excision operation, namely, the 
high recurrence rate, the long period of disability, 
and the unnecessary sacrifice of the median de- 
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pression. He believes that the results obtained and 
the absence of sequelae which sometimes follow 
the excision operation, even when it is successful, 
have warranted all the extra effort. 


Experiences with Bone Transplants Preserved by 
Deep Freezing. P. Buser. Arch. klin. Chir. 290:289- 
309 (no. 3) 1959 (In German) [Berlin]. 


The author reports on 127 patients in whom trans- 
planting of 158 bone grafts, which had been pre- 
served by deep freezing, was carried out at the 
surgical clinic of the canton hospital in Winterthur, 
Switzerland. Of the 127 patients, 37 had primary 
transplantations for recent bone injuries, 56 had 
transplantations for pseudarthroses of long bones, 20 
had transplantations in the course of arthroereises 
of the Eden-Brun plastics type, and 14 had trans- 
plantations for pseudarthroses of the neck of the 
femur, arthrodeses, and stiffening of the spinal 
column. The bone transpants used were homo- 
plastic cortical grafts. 

The results were satisfactory in those patients 
in whom the grafts were transplanted into a bed 
which lent itself to active repair by a substitute 
in such a way that a firm union took place. The re- 
sults were unsatisfactory in those patients in whom 
only slight union of the transplant with the host- 
bone occurred. The results thus were satisfactory 
in the patients with recent fractures, pseudarthroses 
of long bones, and arthrodeses. In the patients with 
arthroereises of the Eden-Brun type and in those 
with more extensive bone defects (defect pseudar- 
throses), the contact of the transplant with the host- 
bone was insufficient, and the results were similar 
to those obtained with transplantation of soft tissue, 
i. e., absorption took place. In the comparatively 
small number of patients with these lesions, the use 
of autografts covered by periosteum is indicated. 
In all the other patients the use of cortical trans- 
plants preserved by deep freezing proved to be sat- 
isfactory. The method of preservation is simple, and 
the duration of storage has no effect on the results 
of transplantation. Manifestations of intolerance 
were not observed in the recipients of bone trans- 
plants. 


NEUROLOGY & PSYCHIATRY 


Studies of Sleep Deprivation: Relationship to 
Schizophrenia. E. L. Bliss, L. D. Clark and C. D. 
West. A. M. A. Arch. Neurol. & Psychiat. 81:348- 
359 (March) 1959 [Chicago]. 


It is common knowledge that fatigued children 
and adults tend to be irritable and unreasonable. 
It is less commonly emphasized that many agitated 
persons on the brink of a psychotic break suffer from 
severe insomnia and that a few pass through a pro- 
longed period of wakefulness as the schizophrenic 
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process unfolds. Two examples are cited of patients 
who illustrate this situation. Both were racked with 
intense psychological pain and overwhelmed by 
seemingly unsoluble problems. Both failed to sleep 
for several days, emotionally isolated themselves, 
and became psychotic. In each case the schizo- 
phrenic episode was brief and recovery rapid. 
Either patient might have become schizophrenic 
without the additional insult of sleep deprivation, 
but it seems plausible that the insomnia may have 
been a critical factor in the process. 

These clinical observations led the authors to 
postulate that sleep deprivation, although a conse- 
quence of emotional turmoil, may play a critical 
role in the precipitation of some psychoses. There- 
fore, studies were made in 7 normal medical 
students who remained without sleep for 72 con- 
secutive hours. During this time they stayed in 
rooms on an open psychiatric ward, took their meals 
in the hospital cafeteria, and were free to stimulate 
wakefulness by whatever diversions they might 
choose. The experimental setting thus was’ per- 
missive and anxiety-sparing. Changes on psycho- 
logical tests which were administered to these 
students were insignificant, but behavioral and sub- 
jective alterations were considerable. Feelings of 
depersonalization, illusions, hallucinations, disturb- 
ances in time perception, and auditory changes 
were common. Despite the long period of wakeful- 
ness, adrenocortical activity remained normal. 

A second study was made in 4 persons who had 
received lysergic acid diethylamide (LSD-25) with- 
out sleep deprivation on at least 4 previous occa- 
sions, and had not had perceptual disturbances 
(LSD-25 hallucinations). After being deprived of 
sleep for 48 hours, they were given small amounts 
of LSD-25. Hallucinations developed in all 4 per- 
sons under the combined influence of sleeplessness 
and the drug. Sleep deprivation thus markedly en- 
hanced the ego-disruptive effects of LSD-25. Pre- 
sumably this may have been due to an alteration 
in cerebral metabolism consequent to prolonged 
sleeplessness, which made the brain more suscep- 
tible to the “psychotomimetic” effects of LSD-25. 
It is suggested that sleep deprivation, when com- 
bined with isolation and incapacitating anxiety, 
may have a pathogenic potential that has not been 
adequately appreciated. 


Chemopallidectomy. H. D. Paxton, D. T. Smith and 
R. S. Dow. Northwest Med. 58:370-372 (March) 
1959 [Seattle]. 


The authors’ experience with chemopallidectomy 
indicates that it has value in alleviation of rigidity 
and tremor of the extremities in patients with Park- 
insonism. The indications and contraindications are 
emerging with experience. The procedure does not 
favorably influence those symptoms due to bulbar 
involvement and is contraindicated in the elderly 
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patient with mental symptoms. It is of palliative 
value in patients with dystonia musculorum defor- 
mans and in the control of choreiform movements. 
It proved ineffective in athetosis and spasmodic 
torticollis in a limited number of patients. 


Clinical Aspects of Tropical Ataxic Neuropathies 
Related to Malnutrition. G. L. Money. West African 
M. J. 8:3-17 (Feb.) 1959 [Ibadan, Nigeria]. 


Apart from the dietary neuropathies related to 
beriberi and pellagra, there are a number of “nu- 
tritional neuropathies of obscure origin.” The pres- 
ent paper deals with cord neuropathies in which 
the outstanding clinical feature is ataxia. Ataxic 
neuropathies have been reported from Jamaica, 
Nyasaland, Sierra Leone, the Seychelles, Ceylon, 
Nigeria, and Liberia. During World War II similar 
neuropathies were observed in prisoners of war, 
and were related to deficiencies of factors of the 
vitamin B complex. The finding of an endemic focus 
of neuropathy in a district of southern Nigeria pro- 
vided an opportunity to reexamine the relationship 
of these neuropathies to malnutrition. This report 
is concerned with the clinical aspects observed in 
100 patients (40 males and 60 females) with severe 
ataxic neuropathy. Twenty-two of the patients were 
observed by the author between 1954 and 1956 in 
the University College Hospital in Ibadan, western 
Nigeria; the rest were studied in their villages. 

The hospital patients were investigated for an 
average of about 8 weeks and, on discharge, were 
followed up for varying periods, up to 18 months, 
in the outpatient department. Dietary supplements 
were given to the hospital patients—milk, brewer's 
yeast, orally administered multivitamin prepara- 
tions, and parenterally administered preparations 
of thiamine, cyanocobalamin, and vitamin mixtures. 
A common residence was of greater etiological im- 
portance than “blood” relationship, i. e., genetic 
factors A history of repeated episodes of angular 
stomatitis, glossitis, or scrotal dermatitis was ob- 
tained from 96% of the subjects. Scrotal dermatitis 
was observed in 27 of the 40 males. The combina- 
tion of mucocutaneous lesions with visual blurring 
(“oculo-orogenital syndrome”) was associated in 2 
of the patients with onset of cord symptoms. Cheilo- 
sis, blepharitis, and conjunctivitis were also ob- 
served. 

Superficial sensory disturbances in the legs were 
the earliest manifestations in this series, and they 
preceded ataxia by weeks, months, or even years. 
Pains and paresthesias preceded ataxia in 99% of 
the patients. Pains and burning feet were present 
in 36% and were identical with the painful feet 
syndrome. Impairment or loss of joint position sense 
and vibration sense was the characteristic sensory 
finding; 82% of the patients showed loss or impair- 
ment of joint position sense in the toes, ankles, 
knees, and hips. In the mildest cases only the toes 
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were affected, but in the severe cases with ataxic 
paraplegia there was complete loss of appreciation 
of passive movements up to and including the hips. 
Similar but milder changes were found in the upper 
limbs. Disturbance of gait was the yardstick of 
selection of this group of 100 cases. In 75 patients 
ataxia of gait was obvious; in 25 others there was 
clumsiness with ataxia on closer examination, es- 
pecially on toeing the line. Loss of libido and im- 
potence were frequent complaints in severe ataxic 
neuropathy. The circulation in the legs appeared 
sluggish in advanced neuropathy, and the limbs 
were cold to touch. Transient or persisting blurring 
of vision was observed in 87% of the patients; de- 
fective hearing, in 25%. Motor power was surpris- 
ingly well preserved. The symptoms and signs point 
to an affection of the first sensory neuron—the 
posterior root ganglion with its (peripheral nerve) 
and central (posterior column of spinal cord) proc- 
esses. 

Exacerbations of symptoms in the rainy season 
may be due to the “hungry season” and the meta- 
bolic demands resulting from increased malaria, ty- 
phoid, and other infections. A simple nutritional or 
metabolic explanation does not fit all the facts. The 
incidence of mild sensory disturbances and mucocu- 
taneous lesions is high in the second decade of life, 
but the peak of onset of neuropathy is in the third 
decade for women and the fourth decade for men; 
these neuropathies are absent in the first decade 
when the most dramatic disorders of malnutrition, 
such as kwashiorkor, occur. The effects of treatment 
with adequate diets, reinforced with vitamins, are 
disappointing in established cases. This is particu- 
larly striking when one considers how easily the 
milder sensory disturbances and mucocutaneous le- 
sions disappear on brewer's yeast. On the basis of 
this clinical study, malnutrition appears to be im- 
portant in the etiology of these neuropathies. A 
search must be made for toxic antimetabolites, for it 
is possible that in some cases an additional injury 
is responsible for the neurological disorder. 


Quinacrine and Chloroquine in Treatment of “Petit 
Mal” Epilepsy: Preliminary Report. H. J. Vazquez, 
N. Hojman and F. E. Quiroga. Semana méd. 66:92- 
94 (Jan. 15) 1959 (In Spanish) [Buenos Aires]. 


Good results from the administration of either 
quinacrine or chloroquine for the control of mild 
epilepsy have been reported in the literature. The 
results in epilepsy were unexpected, as the drug 
had been given to epileptic children for the treat- 
ment of intestinal parasitosis. The authors resorted 
to this therapy in 13 children, between the ages of 
2 and 14 years, with petit mal epilepsy; none of the 
patients had intestinal parasitosis. Epilepsy had 
lasted for 8 months in the infant and between 3 
and 8 years in the older children. The attacks de- 
veloped in association with loss of consciousness in 
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11 patients and with akinesia in 2. Five of the 
patients had asphyxia and cyanosis at birth, 2 had 
cranial trauma once or twice, 4 belonged to families 
with epileptic members, and 2 had several clinical 
forms of epilepsy in association. In a 12-year-old 
patient, the disease had changed to grand mal 
epilepsy at the age of 11 years. The IQ was normal 
in 11 patients and was lower in 2 (61 and 56% 
respectively). The electroencephalograms had the 
typical tracings of petit mal epilepsy in 11 children. 
The classical treatment with anticonvulsants had 
failed in 10 patients. Three patients had had no 
previous treatment. 

Either quinacrine or chloroquine, alone or in as- 
sociation with other anticonvulsants, was given to 
the patients in this series in daily doses of 200 mg. 
for 10 consecutive days. The daily dosage was given 
in 2 fractions of 100 mg. each at 4-hour intervals. 
In all patients the epileptic attacks ceased within 2 
or 3 days from the start of treatment, and the elec- 
troencephalograms became normal. In the majority 
of the patients the attacks did not reappear after 
discontinuation of the treatment, and in the few 
in whom they did reappear, quinacrine was given 
once a week for several weeks. The satisfactory re- 
sults obtained in all the patients have been sus- 
tained in a follow-up of 4 months to 2 years. 

The authors conclude that quinacrine and chloro- 
quine are anticonvulsive drugs of great value. The 
disappearance of the epileptic attacks and the 
normalization of the electroencephalograms of the 
patients in this series have never before been ob- 
served in patients having any other treatment for 


epilepsy. 


Neurological Aspects of Mexican Mushrooms Caus- 
ing Hallucinations. A. Ortiz Galvan and M. Bald- 
win. Rev. méd. hosp. gen. 22:137-150 (Feb) 1959 
(In Spanish) [Mexico, D. F.]. 


Since Aztec times mushrooms of several varieties 
of the Psylocibe genus have been the commonest 
intoxicating mushrooms in Mexico. Ingestion of 
these mushrooms or of psylocibin, their active prin- 
ciple, produces disorders of behavior and a com- 
plete but transient psychosis without any sequelae. 
These disorders are equal to those caused by the 
chewing of mescal buttons or by the ingestion of 
either bufotenin or diethylamide of lysergic acid. 

Observations regarding the intoxicating effects 
of Psylocibe mushrooms were carried out on a 
normal man and on 5 adult chimpanzees. The man 
was given 12 Gm. of mushrooms (dried by heat). 
He exhibited moderate symptoms, consisting of 
color hallucinations, mydriasis, hyperthermia, hy- 
pertension, muscular hypotonicity, marked intro- 
version, hostility toward persons about him, and 
loss of notion of time for 3 hours. In the monkeys 
the first symptoms appeared within 15 minutes after 
administration of the intoxicating substance and 
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lasted for 1 or 2 hours. A dosage of 20 Gm. of mush- 
rooms given to an intact chimpanzee made it pas- 
sive and tame for 45 minutes, after which it returned 
to normal behavior; there were no marked neuro- 
logical symptoms. A dosage of the extract, equiva- 
lent to 40 Gm. of mushrooms, was simultaneously 
given to 2 intact chimpanzees and to 1 chimpanzee 
which had previously been subjected to bilateral 
temporal lobectomy. Both intact animals exhibited 
mydriasis and signs of muscular hypotonicity and 
were tame and entirely passive for about 45 min- 
utes; after that they became violent, impatient, and 
desperate, striking themselves against their cages 
and not returning to normal behavior for an hour. 
No intoxicating effects were produced in the animal 
which had previously been subjected to bilateral 
lobectomy. In the third animal experiment a dosage 
of the extract, equivalent to 50 Gm. of mushrooms, 
was placed by intubation in the stomach of an in- 
tact chimpanzee while it was relaxed with succiny]- 
choline. The rectal, gastric, and esophageal temper- 
atures did not change, but the arterial pressure 
increased. The electroencephalogram remained 
normal, its tracing showing that stimulation by pain 
and noise produced no change. 

The experiments show that Psylocibe mushrooms 
act on the central nervous system of both man and 
intact animals, but they do not produce any intoxi- 
cating effect in an animal which has previously 
undergone bilateral temporal lobectomy. The be- 
havioral and mental disorders caused by ingestion 
of these mushrooms are the same as the symptoms 
characterizing epilepsy. This is due to the lesion 
of the temporal lobe which seems to be the area 
of cortical association with the hypothalamic and 
subcortical centers. The latter are involved in the 
neurological mechanism of epilepsy and in the psy- 
chophysiological mechanism of mental disorders 
caused by psychogenetic substances. 


GYNECOLOGY & OBSTETRICS 


The Association of Bladder Disturbances with 
Chronic Cervicitis. G. S$. Foster. J. Obst. & Gynaec. 
Brit. Emp. 66:47-50 (Feb.) 1959 [London]. 


An infected cervix is frequently associated with 
inflammatory disturbances of the urinary tract and 
may be incriminated as the primary focus of infec- 
tion. After citing earlier reports on this problem, 
the author says that it was noted in an initial survey 
that approximately 10% of the women with cervi- 
citis, attending the gynecologic outpatient depart- 
ment of Cardiff Royal Infirmary, had troublesome 
urinary complaints. Sixty-five consecutive cases of 
this type form the basis of this study. These women 
were submitted to a thorough gynecologic and uro- 
logic examination and, after treatment of the in- 
fected cervix, were observed for a minimum period 
of 2 years. Cases complicated by vulvitis, urethral 
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caruncle, cystocele, etc., were excluded from this 
survey. Thirty-three of the 65 women in whom 
cervicitis was associated with disturbances in mic- 
turition were found to have what may be termed 
cervicotrigonitis, in which cervicitis is accompanied 
by certain changes in the bladder mucosa, particu- 
larly in the trigonal area. Though well-defined in- 
flammatory changes are rarely demonstrable in 
cervical erosions, the hyperactivity of the cervical 
glands and hyperemia seem to influence the function 
and anatomy of the bladder base. Cauterization of 
the cervix was successful in relieving the urinary 
symptoms in 48 of the 65 patients. The state of the 
bladder mucosa seemed to be the main factor in the 
success of the treatment. 

The author found that bladder symptoms may ex- 
ist in cervicitis without mucosal changes in the 
bladder, and in these cases appropriate treatment of 
the infected cervix may be expected to cure the 
urinary symptoms. The relatively few patients who 
were not relieved were subsequently cured by 
urethral dilatation. In the presence of trigonitis, 
the response to cauterization of the cervix was less 
satisfactory, and the condition of more than a third 
of the patients was not improved. Neither did these 
patients respond to urethral dilatation. 


The Place of Vaginal Smears in Indications and 
Dosage of Complementary Androgen Therapy in 
Breast Cancer. A. Sicard and C. Marsan. Presse 
méd. 67:363-366 (Feb. 25) 1959 (In French) [Paris]. 


In order to define indications and dosage of an- 
drogen therapy, vaginal smears were routinely ob- 
tained from 62 patients with breast cancer, ranging 
in age from 40 to 79 years, who were followed up 
for several years. The investigation revealed that 
the effect of treatment depends on the regular 
administration of a sufficient quantity of androgen 
for a prolonged period. Hormone therapy must be 
individualized; the dosage which is inadequate in 
one patient may be unnecessarily virilizing in an- 
other. 

The usual treatment consisted of 3 series of 10 
injections of 100 mg. of testosterone propionate per 
year. The difficulties sometimes encountered in 
persuading patients to persevere in this therapy 
made the implantation of a single dose of hormone 
at the time of surgical intervention preferable in 
some patients. Reimplant can be carried out every 
6 months or every year. The 2 treatments can also 
be continued by implantation during the operation 
and maintenance thereafter with intramuscular in- 
jections. When testosterone was administered in 
sufficient doses, the vaginal smears usually showed 
an androgenic apearance in menopausal women, 
and an atrophic appearance in those who were still 
menstruating. The androgenic appearance of the 
smears was not constant; its absence, however, does 
not justify the conclusion that treatment was in- 
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effective. In some cases the smears were frankly 
estrogenic. Many theories have been advanced to 
explain this phenomenon, but none is satisfactory. 
Therefore, the specificity of an “androgenic” smear 
cannot be positively affirmed. It seems possible, 
however, to conclude that typical androgenic 
smears indicate a definite and sufficient male hor- 
mone activity, but a nonandrogenic smear does not 
necessarily indicate the absence of male hormonal 
activity. The percentage of androgenic cells cannot 
be acepted as a quantitative test of androgynism. 

As for the problem of the complementary treat- 
ment of patients with cancer of the breast, dense or 
atrophic smears in menopausal women should lead 
to adoption of the same therapeutic attitude as do 
androgenic smears. This study shows that it is illu- 
sory to try to establish a standard hormonal dosage 
to produce castration. The dosage required depends 
on several factors, including the initial state, the 
method of administration, and the individual con- 
stitutional state of the patient, which can only be 
determined by prolonged clinical and cytological 
observation. 


Prolonged Pregnancy: Its Hazards and Manage- 
ment. I. Cope. M. J. Australia 1:196-202 (Feb. 7) 
1959 [Sydney]. 


The records of all women who were delivered 
at the Royal Hospital for Women, Sydney, 297 or 
more days after the first day of the last menstrual 
period, between 1947 and 1952, were examined. 
Survey of a total of 19,475 deliveries revealed 2,013 
in which delivery was delayed beyond 297 days, but 
463 of these were disregarded in the further studies, 
either because there was evidence of gross menstru- 
al irregularity, or because of uncertainty about the 
date of the last menstrual period. Thus, there re- 
mained 1,550 cases for analysis. Analysis of the 
relationship between prolonged pregnancy and 
maternal age revealed a higher incidence of pro- 
longed pregnancy in the younger age groups, but 
this is more apparent than real because of the high- 
er rate of induction of labor in older women and the 
slightly longer menstrual cycles in the younger 
women. Parity seemed to play no significant part 
in prolonged pregnancy, while 41% of those whose 
pregnancy was prolonged were primigravidas; the 
latter also accounted for 39.2% of the total number 
of deliveries. In 77 women in whom the periods 
of gestation for siblings (of the delayed-delivery 
infant) were known, the average gestation time in 
these 77 other pregnancies was 281.8 days; this de- 
viates only slightly from the normal average of 
282.5 days for Australian women. 

Many cases of prolonged pregnancy do not in- 
volve any special difficulty or greater risk than 
pregnancies of normal duration. This series of cases 
showed that there are increased difficulties at de- 
livery, and also that the risk of fetal death from 
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“unexplained” anoxia increased significantly after 
the 40th week. This agrees with the observations 
made by others. However, the author points out 
that only 62 of 1,550 infants were lost in this series 
after the 296th day. The risk to the fetus increased 
with maternal age, and it was greater in primigrav- 
idas than in multigravidas, although in this series 
trauma associated with internal version and breech 
extraction of a large fetus increased the dangers 
to the fetuses of multiparas. It is significant that, 
almost without exception, some other complication 
of pregnancy was present in the cases in which 
stillbirth occurred. 

The use of surgical induction of labor is of limited 
value in prolonged pregnancy. In this connection 
the author points out that at Hammersmith Post- 
graduate Hospital, London, there were 3 stillbirths 
and 1 neonatal death in 155 cases in which labor 
was induced surgically for prolonged pregnancy. 
This fetal loss was only slightly less than if induc- 
tions of labor had not been carried out. If a safe 
method of induction of labor was av. il ble, this 
could be carried out in all cases; but selective 
induction of labor is suggested for women with 
prolonged pregnancies at greater risk—the older 
women and the women with hypertension or pre- 
eclampsia. However, nvt all infants will be saved 
from placental insufficiency by induction of labor. 


“Normal Midwifery.” T. B. FitzGerald. Lancet 1: 
403-404 (Feb. 21) 1959 [London]. 


The author shows that in the controversy about 
home or hospital confinement all that really matters 
is, “What is best for mother and child?” The 
mother’s house has the advantages that the family 
circle is not disrupted, that there is less risk of 
cross infection, and that most hemes are more 
comfortable than most hospitals. Disadvantages are 
that in case of any unforeseen complications (e. g., 
postpartum hemorrhage, asphyxia of the baby) the 
home is not the best place for treatment. Similarly 
the hospital has these contrasting features: if there 
is any serious complication, the hospital is safer, 
and it may be a place of greater comfort and con- 
venience for the actual labor. The disadvantages 
are that there is a much increased risk of cross 
infection, particularly of the baby, and, after de- 
livery, the hospital is less comfortable than the 
home. The general practitioner maternity home 
occupies an intermediate position in that it is usu- 
ally more “homey” than the hospital, yet possesses 
more safety factors than the mother’s house. On the 
other hand, the maternity home is not so well 
staffed and equipped as the hospital and is less 
comfortable than most houses. 

The author, a consultant obstetrician and gyne- 
cologist, feels that the reason that obstetric services 
are not ideal in Britain is partly due to the rigidity 
of administration and partly to the clash of interests 
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in a tripartite service. In obstetrics, the family 
physician, the midwife, and the consultant should 
cooperate as members of a team, and the care of 
every pregnant woman should be the function of 
the team. In different circumstances a predominant 
share may be taken by one or other of the partners. 
In the region where the author practices, all preg- 
nant women are first seen by the general practi- 
tioner. Any whom he identifies as “abnormal” are 
directed to the hospital. All “normal” patients are 
screened by the consultant at a clinic in the ma- 
ternity home where routine tests are performed. 
In these maternity home clinics, the matron of the 
home meets the patients, supervises their documen- 
tation, and assists at their examination, so that she 
too is well acquainted with them. Thereafter the 
antenatal care of the patient is entirely in the hands 
of her own physician—unless he refers her for 
consultation—until the 36th week. At the 36th week, 
she is again seen by the consultant who has a 
chance to detect any complications which have de- 
veloped since the initial booking (e. g., toxemia, 
abnormal presentations, and disproportion). She is 
not seen again by the consultant except at her 
physician's specific request. The family physician 
supervises her antenatal care, while the conduct 
of labor and delivery largely devolves on the mid- 
wife, the physician being on call. 

It is in the puerperium that the hospital environ- 
ment is most unfavorable; and the best place for 
the normal puerperium is the mother’s home. Such 
an arrangement is practicable, provided that the 
artificial barrier between home and hospital mid- 
wifery is removed. The author would like to see the 
normal mother and baby discharged home 48 hours 
after delivery, and then nursed as though the dis- 
trict were a dispersed lying-in ward. (Recent work 
has shown that a high proportion of babies are not 
colonized by hospital bacteria until after the third 
day.) The nurse in charge would make her rounds 
by car with her pupils—accompanied by a hospital 
resident physician for cases under the consultant. 
She would also look after women who are under 
the charge of a family physician, working with him 
in their care. 


Pregnancy Diagnosis by the Konsuloff Test. P. Tar- 
taglia and P. L. Tarozzi. Arch. ostet. e ginec. 63:712- 
720 (Nov.-Dec.) 1958 (In Italian) [Naples]. 


The authors investigated the accuracy and practi- 
cal application of pregnancy diagnosis by the Kon- 
suloff test in a group of 149 pregnant women and 
in a control group of 30 persons, 25 of whom were 
nonpregnant women and 5 were men. Two milli- 
liters of the serum or urine of these persons was 
injected into hypophysectomized frogs of the spe- 
cies, Rana esculenta. The degree of melanophoric 
expansion, according to the melanophore index 
chart given by Hogben, was tead 30, 60, and 120 
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minutes after the injection. This series consisted 
of 118 women in the first trimester of pregnancy, of 
12 in the second, and of 19 in the third. Positive Kon- 
suloff reaction was obtained in 103 women pregnant 
in the first trimester, in 11 pregnant in the second; 
and in 18 pregnant in the third. Two positive reac- 
tions were also read for persons of the control 
group. The authors recommend pregnancy diagnosis 
by the Konsuloff test for the following reasons: a 
fairly high degree of accuracy (about 91%), speed 
of the test and possibility of early reading of melan- 
ophoric expansion, and the economy feature. On an 
average, 3 frogs were utilized to find one suitable 
to complete the test. The main difficulty consisted 
in obtaining animals in which retraction of the 
melanophores would have been complete. This 
process, in turn, seems to be related to the difficulty 
in performing a successful hypophysectomy. 


PEDIATRICS 


Perinatal Pneumonia: A Retrospective Study. F. A. 
Langley and J. A. McCredie Smith. J. Obst. & 
Gynaec. Brit. Emp. 66:12-25 (Feb.) 1959 [London]. 


The role of perinatal pneumonia as a cause of 
perinatal death is not fully understood. The authors 
carried out a study of pneumonia in fetuses and 
infants dying at St. Mary’s Hospital, Manchester. 
The object was to determine some of the factors 
that contribute to such infection and to attempt an 
assessment of its role as a cause of perinatal death. 
This study is based on postmortem findings and is 
retrospective and thus has defects and limitations. 
The term “perinatal death” is employed to mean 
stillbirth or death in the first week of life. Pneu- 
monia, as used in this paper, signifies the presence 
of polymorphonuclear leukocytes in the air spaces 
or interstitial tissue of the lungs in more than 
minimal amounts. This restriction is necessary, 
insofar as occasionally a few pus cells are present 
which have probably been aspirated at about the 
time of birth. The perinatal deaths for the years 
1950, 1952, and 1954 were surveyed. The cases of 
pneumonia were arranged in groups according to 
the age at death, and an equal number of infants 
dying at the same age were taken as controls. 

The authors describe observations on 87 cases of 
perinatal pneumonia and compare them with a 
control series of 85 perinatal deaths. On the basis 
of such factors as maturity of the infant and the 
parity and age of the mother, it is possible to dis- 
tinguish between fetal pneumonia and late peri- 
natal pneumonia which occurs in infants dying in 
the first week but after the first day. Infants dying 
of pneumonia on the first day of life form an inter- 
mediate group. Fetal pneumonia occurs in fetuses 
near full term and is commonly associated with 
anoxia and always with inflammation of the fetal 
surface of the placenta. It is difficult to decide when 
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such pneumonia is merely aspiration of infected 
liquor amnii and when it is a true local inflamma- 
tion. It appears likely that fetal pneumonia, or the 
associated anoxia, is frequently the primary ter- 
minal cause of death in such fetuses. Late perinatal 
pneumonia occurs in premature infants and is prob- 
ably usually only a contributory or coincidental 
cause of death. 


Staphylococcic Pneumonia in Children. O. K. Har- 
lem. Tidsskr. norske laegefor. 79:119-124 (Feb. 1) 
1959 (In Norwegian) [Oslo]. 


From 1950 to 1953 only 3 patients with verified 
cases of staphylococcic pneumonia were treated in 
the Children’s Clinic in Bergen; from 1953 to 
March, 1958, 7 patients with this type of pneumonia 
were treated there. Only one patient was over one 
year of age. Two children died. The autopsy find- 
ings showed large, firm lungs containing little air 
and covered with thick fibrin masses, pneumonic 
infiltration in the tissue, and numerous abscesses 
filled with thick yellow pus; there was growth of 
yellow hemolytic coagulase-positive staphylococci. 
In all cases the disease started as an ordinary in- 
fection of the upper respiratory tract, with aggra- 
vation after a shorter or longer period and signs 
of pneumonia. It is thought likely that the way for 
the staphylococci is paved by a virus infection. In 
the course of the 4 winter months when the 7 cases 
of staphylococcic pneumonia occurred, 90 children 
with “usual pneumonia” were treated in the clinic. 
The average duration of confinement to bed for 
these children was 2 weeks; for the surviving 5 
patients with staphylococcic pneumonia it was 37 
days. The disease develops fast, and the closer to 
the first months of life the infant is, the more ful- 
minant the course. Only rapid diagnosis and treat- 
ment can reduce the high mortality. The standard 
treatment was penicillin and sulfonamides in usual 
pneumonia doses and 30 to 50 mg. of erythromycin 
per kilogram daily. The erythromycin therapy must 
not be terminated too early—at the earliest 3 weeks 
after the patient is fever-free. 

The author advises physicians to think of staphy- 
lococcic pneumonia when an infant has an infection 
of the respiratory tract and to suspect staphylo- 
coccic pneumonia when there are symptoms of 
pneumonia, especially if the infant is less than 6 
months old and/or there are signs of extensive 
(possibly lobar) pneumonia (and pleural effusion). 
He also advises them to regard the demonstrated 
pneumonia as staphylococcic pneumonia if after 24 
hours there is not adequate response to pneumonia 
treatment; the child should be hospitalized, if pos- 
sible, and given erythromycin in additional treat- 
ment. A footnote mentions 4 additional cases of 
staphylococcic pneumonia treated later in infants 
under 6 months of age; 3 patients had primary and 
1 had secondary staphylococcic pneumonia. 
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Comparative Studies on Measles and Distemper 
Viruses. G. Carlstrém. Acta paediat. 48:25-32 (Jan.) 
1959 (In English) [Uppsala, Sweden], 


There have been discussions on whether the viral 
agent that causes distemper in dogs gives rise to 
infections in man. In 1953 Adams had demonstrated 
in human gamma globulin and human serum a 
substance that neutralized the virus of canine dis- 
temper. The suggestion that infection with canine 
distemper virus or some immunologically related 
agent may affect human subjects prompted the 
studies described in this paper. 

Canine distemper virus (C.D.V.) was adapted to 
suckling mice, and a test was developed for the 
measurement of C.D.V.-neutralizing activity. The 
presence of C.D.V.-neutralizing substances in hu- 
man subjects of various age groups was found to 
resemble the typical pattern of immune response 
to human viral infections. Evidence was obtained 
of a relationship between the presence of C.D.V.- 
neutralizing activity in human serums and _ past 
infection with measles. Furthermore, during an 
attack of measles the C.D.V.-neutralizing titer in- 
creased significantly from the acute to the con- 
valescent phase. 

The virus of measles (M.V.) was also adapted to 
suckling mice, and a test was devised for the 
demonstration of M.V.-neutralizing activity. M.V. 
and C.D.V. and corresponding antiserums were 
used for cross serologic titrations in baby mice. 
The two agents were found to be immunologically 
related, but an antigenic difference was demon- 
strable. It is suggested that measles virus, distemper 
virus, and rinderpest virus belong to the same group 
of viruses. Preliminary experiments were carried 
out concerning the antigenicity and pathogenicity 
of M.V. and C.D.V. to various species of animals, 
the aim being to investigate the possibility of vac- 
cinating with C.D.V. against measles and vice versa. 


Prognosis of Infantile Eczema. F. O. C. Meenan. 
Irish J. M. Se. 6:79-83 (Feb.) 1959 [Dublin]. 


Infantile eczema usually commences as erythem- 
atous patches on the cheeks of a baby of about 3 
months; these patches begin to ooze and crust over. 
Commonly the process spreads to the scalp and 
other parts of the body, and in severe cases most 
of the skin may become involved. The condition 
may clear up in a few weeks or months, or may 
persist with remissions and exacerbations until the 
child is between 18 months and 2 years. At this 
stage the eczematous process tends to become 
papular and scaly with less oozing. The irritation 
causes scratching, with subsequent lichenification 
of the skin. The usual sites for this phase of eczema 
are the backs of the knees, fronts of the elbow, and 
around the wrists. This form again can clear up 
within a few months or years or persist into adult 
life. The flexural type of infantile eczema has been 
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referred to as “atopic dermatitis” and “Besnier’s 
prurigo,” but in this paper the flexural lichenoid 
eczema of childhood and early manhood is regarded 
as persistent infantile eczema. These patients often 
have a familial or hereditary background of allergic 
disorders. Asthma or other allergic diseases some- 
times develop later in the child with infantile 
eczema. Present methods of treatment of infantile 
eczema are not very effective. The parents gradually 
reconcile themselves to the fact that little can be 
done at the time, if they can believe that the skin 
will eventually clear up. It is, therefore, important 
to know the natural history of infantile eczema. 

Questionnaires were mailed to the parents of 
children who had been treated for infantile eczema 
in the Children’s Hospital, Dublin, during 1932- 
1945. More than 50% of the parents replied. Two 
of the 48 children had died during infancy, one 
from pneumonia and the other from unspecified 
causes. In studying the reply to the questionnaires 
in 4 other cases, it was decided that a diagnosis of 
infantile eczema was somewhat doubtful, and they 
were excluded. This left 42 cases for analysis. There 
were 23 male and 19 female children in the series. 
Thirty-eight were under 2 years of age when in the 
hospital, and 4 were over 2. In assessing the dura- 
tion of the eczema, it was possible to divide the 
cases into 4 groups. Group | included 15 children 
whose eczema cleared at or shortly after leaving 
the hospital; group 2 included 10 whose eczema 
cleared around the age of 8 years; group 3 included 
4 whose eczema cleared between the ages of 15 
and 21; and group 4 comprised 13 whose eczema 
has never cleared. Asthma developed in 11 of the 
42 children. 


OTOLARYNGOLOGY 


Early Diagnosis and Treatment of Corrosive Burns 
of the Esophagus. E. L. Yurich. Laryngoscope 69: 
131-140 (Feb.) 1959 [St. Louis]. 


When the author reviewed cases of corrosive 
burns of the esophagus reported in the literature 
and treated at his hospital, he observed a number 
of undesirable features in their management, such 
as (1) inadequate early diagnosis based mainly on 
presumptive evidence, (2) withholding of early 
therapy because of inadequate diagnosis, (3) in- 
stitution of therapy without an accurate diagnosis, 
and (4) needlessly long hospital confinement. The 
introduction of cortisone into the treatment of 
esophageal burns made earlier and more accurate 
diagnosis more important, because it was found that 
cortisone was effective only in the early stages. 
Esophagoscopy presents a problem. Some feel that 
early esophagoscopy is dangerous because of the 
possibility of perforating a weakened esophageal 
wall. Others are of the opinion that esophagoscopy 
should be done within 24 to 48 hours of the time 
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of the burn, while still others prefer to do it be- 
tween the 4th and the 7th day after ingestion of 
the caustic agent. 

The author presents observations on 37: patients 
who entered the emergency room at Receiving 
Hospital of the City of Detroit with symptoms and 
signs suggesting that a corrosive agent had been 
ingested. By resorting to pharyngoscopy and esoph- 
agoscopy early, he was able to identify 10 cases of 
actual burns among the suspected 37. Of these 10 
esophageal burns, 7 were caused by sodium hydrox- 
ide, 1 by ammonia, 1 by Lysol, and 1 by an unde- 
termined agent. The author recommends esopha- 
goscopy within the first 24 to 48 hours. The average 
duration of stay in hospital for the suspected burn 
cases with negative esophagoscopic examinations 
was 2 or 3 days as compared with 2 or 3 weeks for 
the treated cases. 

The initial treatment should neutralize the offend- 
ing agent. For alkalies, acetic acid (1 to 2%) and 
citrus juices are given in small repeated doses; 
for acids, olive oil, milk, and egg whites are of 
value. Gastric tubes are not inserted either for 
lavage or for feeding purposes, as they add to the 
original trauma and may induce vomiting with 
additional corrosive effect to the esophagus. Diet 
begins with clear liquids, then pureed foods, and 
by the end of the week the patient can ordinarily 
tolerate semisolids. Tracheotomy and treatment for 
shock are carried out if required. Antibiotics are 
given to prevent such complications as periesopha- 
gitis, mediastinitis, pulmonary infections, abscess 
formation, and esophageal perforations. Other 
therapeutic measures include sedatives and anal- 
gesics. Steroids are given in relatively large doses, 
preferably within 24 hours and always within 48 
hours after ingestion of the corrosive agent. The 
average dose for the child in the 1-to-4-year age 
group is 40 to 50 mg. of prednisolone daily in 4 
divided doses. The duration of therapy is dependent 
upon the response to medication. Eight of 10 cases 
of esophageal burns which were treated with 
steroids responded favorably. A typical case is pre- 
sented. Strictures developed in 2 of the 10 patients; 
the history of one of these is presented. Cortisone 
and related substances are becoming more widely 
accepted as an early form of therapy to reduce the 
likelihood or severity of stricture of the esophagus 
resulting from burns, but they are not the complete 
answer to the problem. 


Traumatic Cholesteatomas of the Middle Ear. 
F. Escher. Acta oto-laryng. 50:47-54 (Jan.-Feb.) 1959 
(In German) [Stockholm]. 


While the surgical treatment of post-traumatic 
changes within the region of the middle ear has 
been advocated for the prevention of endocranial 
complications, otologists, on the whole, have fa- 
vored a conservative stand. Even today, surgical 
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interventions after injuries to the temporal bone 
are not frequent, being largely limited to those on 
the facial nerve in post-traumatic paralysis. The 
author feels, however, that, in view: of the recent 
experiences with tympanoplasty, surgical interven- 
tions will increase. This applies to those fractures 
in the region of the petrosa in which the fracture 
lines involve the tympanic cavity and the chain of 
auditory ossicles, and which are followed by im- 
pairment of sound conduction (longitudinal frac- 
tures of the petrous pyramid). 

The author reports observations on 3 patients in 
whom cholesteatoma of the middle ear developed 
as sequel after fractures at the base of the skull. 
The fracture line passed through the external audi- 
tory canal, the tympanic margin, and the roof of 
the middle ear. It could be proved that the growth 
of the cholesteatoma started from the pavement 
epithelium near the eardrum that had been incar- 
cerated in the fracture cleft. The author feels that 
the 3 case histories represent an experiment of 
nature proving the correctness of the theory of 
immigration in the genesis of cholesteatoma. In 
each of the 3 patients a typical cholesteatoma had 
developed in from 16 to 25 years after a longitudi- 
nal pyramidal fracture. Two of the patients had a 
true middle ear cholesteatoma, whereas the third 
had an auditory canal—-mastoid cholesteatoma. The 
author mentions 2 authors who have reported simi- 
lar cases; they prove that under special circum- 
stances a traumatic stimulus .of the epithelium of 
the auditory canal is sufficient to induce the de- 
velopment of cholesteatoma. 


A Bacteriologically Safe Treatment in Acute Otitis 
Media. A. C. W. Derks and R. Voorhorst. Neder]. 
tijdschr. geneesk. 103:103-108 (Jan. 17) 1959 (In 
Dutch) [Amsterdam]. 


In studies on 227 ears of patients with acute otitis 
media not treated before, the authors observed that, 
when they obtained pus under sterile conditions by 
puncture of the tympanic membrane, Diplococcus 
pneumoniae, Hemophilus influenzae, and hemolytic 
streptococci were practically the only organisms 
found. Cultures on 115 pus samples of patients with 
relapsing otitis media, who had been treated with 
paracentesis and “effervescent (hydrogen peroxide) 
drops,” yielded mostly staphylococci and other 
micrococci. It is assumed that these organisms were 
introduced into the middle ear from the outside, 
probably with the drops, and that they were re- 
sponsible for most of the relapses and for the cases 
of chronic otitis media. 

Three points are deemed important in the pre- 
vention of secondary infection of the tympanic 
cavity: (1) prevention of the introduction of staphy- 
lococci from the outside; (2) care for the proper 
drainage of pus; and (3) chemotherapy directed 
against the causal organisms. To prevent the intro- 
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duction of pathogenic organisms, the authors apply 
3% tincture of iodine to the external auditory cana! 
and the tympanic membrane previous to paracente- 
sis, i. e., the procedure is carried out under sterile 
conditions. Then they introduce the so-called 
Burow plug, a cotton plug saturated with Burow’s 
solution (aluminum acetate). The use of Burow’s 
plug eliminates infections of the inflamed middle 
ear by newly introduced bacteria and considerably 
shortens the period of recovery. So far no complica- 
tions have been seen. The rate of relapse (more than 
40% within a year with hydrogen peroxide treat- 
ment) was greatly reduced with the Burow-plug 
method. Only the H. influenzae infections tended 
to relapse in spite of the Burow-plug treatment. 
This may be prevented almost completely by giving 
a broad-spectrum antibiotic immediately after H. 
influenzae has been demonstrated as the causative 
agent. Treatment of these infections with antibiotics 
during a relapse did not appear to affect the prone- 
ness to further relapse. 


A Critical Study of a New Ceruminolytic Agent. 
A. C. Reiniger, G. Bialkin, J. Q. Grant and others. 
A. M. A. Arch. Otolaryng. 69:293-302 (March) 1959 
[Chicago]. 


A study of the literature revealed to the authors 
conflicting opinions about the different agents 
which have been recommended for use in the re- 
moval of cerumen, and suggested that the problem 
of providing a satisfactory, effective, safe cerumino- 
lytic agent remained to be solved. It was decided to 
approach the problem of ceruminolysis from the 
viewpoint of incorporating a surface-active agent 
with a viscous, nonvolatile, aqueous-miscible car- 
rier. Propylene glycol was selected as the carrier. 
The chemical analysis of cerumen made it evident 
that the surface-active agent of a ceruminolytic 
preparation would have to satisfy special require- 
ments. The presence of a large quantity of protein 
material, which is polar in character, would have to 
be considered in attempting to attain the lowered 
interfacial tension system required for effective 
ceruminolysis. The surface-active agent chosen was 
Cerapon, a brand of triethanolamine polypeptide 
oleate-condensate. The problem of producing an 
essentially water-free mixture of a surface-active 
agent and propylene glycol was accomplished 
through special manufacturing techniques. To this 
virtually anhydrous, viscous mixture was added 
(0.5% chlorobutanol as an antibacterial preservative 
to insure a sterile solution and to minimize the 
possibility of cross infection through accidental 
contamination. 

This new ceruminolytic agent, which is known 
as Cerumenex or Cerulav, was found to be non- 
irritating by the Draize-Woodard-Calvery rabbit 
eye irritation test. The local tissue responses to this 
drug were studied by repeated instillation into the 
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ears of rabbits; and the responses obtained indicated 
an absence of any local histopathological effects. 
The agent exhibited a bacteriostatic and fungistatic 
effect when tested against Staphylococcus pyo- 
genes var. aureus, Pseudomonas aeruginosa, and 
Trichophyton interdigitale. The obvious advantage 
of maintaining a high degree of germicidal activity 
in a preparation which is intended to come in con- 
tact with affected areas is satisfactorily met by this 
product. A preliminary screening for allergenic re- 
actions in 20 patients indicated the absence of 
either allergenic or sensitizing properties in this 
preparation. There were no allergenic reactions 
observed in the subsequent clinical trial, in spite 
of the fact that patients with known history of 
allergy were included. 

The ceruminolytic efficiency, studied in 230 pa- 
tients, ranging in age from 3 months to 65 years, 
with varying degrees of cerumen accumulation, in- 
dicated a high order of activity, which produced 
excellent results in 204, good results in 19, and poor 
results in 7. The authors conclude that the new 
ceruminolytic agent offers a safe, efficient, and con- 
venient means for the removal of ear wax. It is 
hoped that the wide use of this agent may replace 
the time-consuming, cumbersome, and sometimes 
traumatizing methods for the removal of cerumen 
from the external auditory canal. 


THERAPEUTICS 


Phenylbutazone and Experimental Neoplasia: I. In- 
fluence of Phenylbutazone on Growth and Develop- 
ment of Ehrlich’s Adenocarcinoma in the White 
Mouse (Homologous Neoplastic Grafting). P. Big- 
nardi. Arch. ital. pat. e clin. tumori 3:155-165 (Feb.) 
1959 (In Italian) [Modena, Italy]. 


The effect of phenylbutazone on tumors was 
studied in 15 white male mice into which Ehrlich’s 
adenocarcinoma had been transplanted by means of 
homologous grafting. The animals were divided 
into 2 groups. The first group, consisting of 5 mice, 
received the implantation of tumor but had no 
treatment with phenylbutazone. The second group, 
consisting of 10 mice, was treated for 15 days with 
phenylbutazone, a dose of not more than 3 mg. per 
day being given subcutaneously; then the tumor 
was implanted in these mice, and treatment with 
phenylbutazone was continued for an additional 5 
days. These mice at the end of the treatment had 
received an average of 150 mg. of phenylbutazone 
per kilogram of body weight. 

In the mice of the first group, some inflammation 
occurred in the dorsolumbar area on the right 
where the tumor had been implanted, but it dis- 
appeared within 2 days. A small reactive nodule, 
which tended to develop rapidly, appeared in the 
implanted area after 9 days, and 18 days after the 
implantation the neoplastic mass had become ulcer- 
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ous and necrotic and showed a marked infiltrative 
character. In the meantime, the general condition 
of the animals became worse. They lost weight and 
refused food, and all 5 died within 31 days after 
the beginning of the experiment, having survived 
the implantation for an average of 22 days. The 
tumor, which was then enucleated, was found to 
have an average weight of 9 Gm.; it had remained 
latent for 9 days. 

In the second group of mice which were treated 
with phenylbutazone both before and after the 
implantation, the drug had no effect on the growth 
of the tumor. The tumor, however, remained latent 
for an average period of 6 days, and the animals 
lived with it for an average of 17 days. The average 
weight of the tumor after death was similar in both 
groups of animals. The author believes that phenyl- 
butazone has an inhibiting effect on the antineo- 
plastic power of the organism. This effect is 
tentatively attributed to the detrimental influence 
that phenylbutazone is likely to have on the 
mesenchyma. 


Prednisone and Tumors: I. Effect of Treatment with 
Prednisone on Growth and Development of Neo- 
plasia Induced by Means of 20-Methylcholanthrene 
in the Albino Rat. L. Metri. Arch. ital. pat. e clin. 
tumori 3:202-213 (Feb.) 1959 (In Italian) [Modena, 
Italy]. 


The effect of prednisone on tumors was studied 
in 15 albino male rats in which tumor growth was 
induced by means of 4 subcutaneous injections of 
20-methylcholanthrene, of 5 mg. each, in the dorso- 
lumbar region. The animals were divided into 2 
groups. The first group, consisting of 5 rats, re- 
ceived the 4 injections of 20-methylcholanthrene at 
intervals of 20 days but had no treatment with 
prednisone. The second group, consisting of 10 rats, 
was treated with prednisone, a dose of 1 mg. per 
kilogram of body weight being given 20 days be- 
fore the first injection of 20-methylcholanthrene 
and 30 days after the fourth and last injection of 
this compound. In the second group the carcinogen 
was likewise given in a dose of 5 mg. per injection 
at intervals of 20 days. 

The results obtained in the first group of rats can 
be summarized as follows: The neoplasia developed 
in all the animals; it remained latent for an average 
period of 163 days; the animals survived the neo- 
plasm for an average period of 41 days; the average 
weight of the tumor after death was 37 Gm.; its 
histological character was that of fusocellular (or 
spindle-cell) sarcoma; metastasis was not found. 
The results obtained in the second group of rats 
can be summarized as follows: The neoplasia de- 
veluped in all the animals; it remained latent for an 
average period of 198 days; the animals survived 
the neoplasm for an average period of 43 days; the 
average weight of the tumor after death was 35 
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Gm.; its histological character was that of fuso- 
cellular (or spindle-cell) sarcoma; no metastasis was 
observed. 

The treatment with prednisone increased the 
length of latency of the induced tumor by an aver- 
age of 35 days as compared with that of animals 
not so treated. This effect, the author believes, is 
caused by the mesenchymal damage and neuro- 
endocrine imbalance resulting from hormone treat- 
ment, which, in fact, slowed down the metabolism 
of the pentacyclic hydrocarbon (20-methylcholan- 
threne) and thus weakened its carcinogenic effect. 


Poisoning Due to Soporifics. §. Moeschlin. Schweiz. 
med. Wchnschr. 89:181-187 (Feb. 14) 1959 (In Ger- 
man) [Basel, Switzerland]. 


Deaths from barbiturate poisoning have increased 
in recent years. It has been estimated that 0.25% of 
all patients entering hospitals in Switzerland today 
are patients with acute poisoning due to soporifics. 
Of 514,546 patients who entered Swiss hospitals dur- 
ing 1956, 1,300 were found to have soporific poi- 
soning; 31 of these patients died. It seems that a 
preference has been shown lately for using barbit- 
urates and their derivatives to commit suicide. Con- 
comitantly, the number of patients with chronic 
barbiturate addiction and intoxication is increasing 
too. Addiction particularly to glutethimide (Dori- 
den), which is a nonbarbiturate and can be obtained 
easily without a prescription, has increased during 
the last 2 years. Patients who had ingested regu- 
larly 5 to 20 tablets a day over a comparatively 
short period of time presented irritability, emotional 
instability, pronounced anorexia, emaciation, sunk- 
en eyes with rings around them, twitching of the 
facial muscles, vertigo, headaches, and fainting 
spells. Detoxication in a hospital is suggested for 
such patients. The author thinks that steps should 
be taken to make such dangerous drugs more diffi- 
cult to obtain. 

Barbital (Veronal) and its derivatives, which are 
not broken down in the body and which are largely 
excreted by the kidneys, are the most dangerous 
drugs; and phenobarital (Luminal), which is ex- 
creted and broken down very slowly and which 
can still be detected in the urine 9 days after in- 
gestion, is the second most dangerous drug. As 
small a dose as 3 Gm. of barbital may prove fatal. 
Drugs such as heptabarbital, hexobarbital sodium, 
and glutethimide and its derivatives, whose toxicity 
decreases in this order, are less dangerous because 
they are broken down and excreted rapidly. How- 
ever, such drugs are fatal in large doses. Doses that 
are usually sublethal may prove fatal if there is 
sufficient alcohol in the body. 

In some 60 to 70% of the patients who were ad- 
mitted to the hospitals in Switzerland after the 
ingestion of soporifics, the intoxication was found to 
be mild; in 15 to 20%, moderately severe; and in 
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10 to 15%, severe. The treatment of choice of se- 
vere intoxication was with Megimide (beta-ethyl- 
beta-methylglutarimide). This is an analeptic, which 
counteracts the narcotic effect of the barbiturates 
on vital brain centers, such as those of respiration 
and vasomotor regulation. Excessive stimulation has 
to be avoided in order to prevent undesirable side- 
effects, such as convulsions. Megimide in a dose of 
50 mg. should be given intravenously to patients 
with severe intoxication every 3 minutes until 
stretch reflexes and corneal and pharyngeal reflexes 
return. Administration of the drug is contraindicated 
for patients with mild intoxication whose reflexes 
and respiration are unimpaired, since it can cause 
convulsions. Megimide, even in large doses, does 
not produce a paralyzing effect, arrhythmias, or 
changes in the barbiturate blood levels or rate of 
excretion. Electrical stimulation was not as effec- 
tive in the treatment of patients with severe intoxi- 
cation as were Megimide and artificial respiration. 


PATHOLOGY 


A Comparison of Erythromycin with Oleandomycin 
in Combination with Other Antibiotics Against Hos- 
pital Staphylococci. H. J. Elliott and W. H. Hall. J. 
Lab. & Clin. Med. 53:364-375 (March) 1959 [St. 


Louis]. 


Thirty hospital strains of coagulase-positive, he- 
molytic Staphylococcus pyogenes var. aureus were 
exposed to individual antibiotics of the erythromy- 
cin group, including erythromycin, oleandomycin, 
oleandopen (a mixture of oleandomycin and peni- 
cillin), fortified oleandopen, and Signemycin [for- 
merly called Sigmamycin] (a combination of 2 parts 
of tetracycline and 1 part of oleandomycin). These 
strains were then tested against pairs of all these 
antibiotics and bacitracin, chloramphenicol, tetra- 
cycline, penicillin, neomycin, and novobiocin. The 
tube dilution technique was used to measure bacte- 
riostasis by single antibiotics, and subculture of each 
broth tube to an agar plate was employed to meas- 
ure bactericidal end-points. The paper strip-agar 
diffusion method was used to test the bacteriostatic 
effect of antibiotic pairs. Replica plates were pre- 
pared to record the bactericidal action of antibiotic 
pairs. 

The most active drugs as measured by bacterio- 
static effect were erythromycin and Signemycin. Sig- 
nemycin was more active than either of its 2 
components, oleandomycin and tetracycline. The 
oleandomycin—penicillin mixtures were slightly 
more active than oleandomycin and much more 
active than penicillin G against these predominantly 
penicillin-resistant strains. Tests of the bactericidal 
action showed erythromycin to be the most active 
drug in the erythromycin group. Oleandomycin was 
the least active of the antibiotics tested. Cross re- 
sistance between erythromycin and oleandomycin 
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was frequent in erythromycin-resistant staphylococ- 
ci, but the reverse situation was not frequent. Ad- 
ditive potentiation of the bacteriostatic activity of 
oleandomycin and its mixtures in paired combina- 
tions with other antibiotics (agar diffusion method) 
appeared most frequently with bacitracin, chloram- 
phenicol, erythromycin, and, as expected, with 
other oleandomycin mixtures. Potentiation of the 
bactericidal activity (replica plating method) was 
not frequent with neomycin. Tetracycline was less 
effective in increasing bactericidal action than in 
enhancing bacteriostasis. 

No instances of true synergism of antibacterial 
effects were seen with any of the antibiotic com- 
binations studied. Antagonism of antibiotic bacte- 
riostasis was rare. Antagonism of bactericidal activ- 
ity occurred more frequently, particularly with 
certain susceptible strains. One-third of the strains 
accounted for 82% of the instances of antagonism. 
Most of the antibiotic interaction, both addition and 
antagonism, occurred with the more susceptible 
strains of Staphylococcus organisms. 


The Lung After Ligation of the Pulmonary Artery: 
Anatomicohistological and Anatomicoangiographic 
Investigations. E. Catena, G. D’Alfonso, G. P. Fior- 
etti and E. Fiorelli. Arch. tisiol. 13:861-869 (Oct.) 
1958 (In Italian) [Naples]. 


A study of anatomic, functional, and histological 
changes in the left lung, which was isolated from 
the pulmonary circulation by ligation of the proxi- 
mal pulmonary artery, was carried out in 10 dogs 
killed from 7 to 90 days after the operation. In a 
dog killed shortly after the operation, the entire 
lung was found to be considerably contracted, the 
contraction being more pronounced in the upper 
lobe, where the incision was made, than in the low- 
er lobe. It is possible that the thickened pleural 
tissue in the area where the incision was made 
prevented the reexpansion of the lobe. The con- 
traction of the lung was less marked in a dog killed 
after a longer interval after the operation. 

Angiographic findings revealed a more intense 
ramification of the bronchial arteries proximal to 
the isolated lung. The appearance of new vessels 
was more marked and more intense the longer 
the period that had elapsed between the operation 
and the death of the dog. The pulmonary circula- 
tion, however, was not restored. A new structure 
of blood vessels developed, providing direct com- 
munication between the bronchial and the pulmo- 
nary circulation. The microscopic examination of the 
pulmonary parenchyma in dogs killed shortly after 
the operation disclosed watery and gluey alveoli. 
Blood vessels in the alveolar regions were hardly 
perceptible and without blood. 

The morphology of the pulmonary parenchyma 
had almost the normal pattern, and alveoli were 
normally distended in most sections of the paren- 
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chyma, particularly in those of the lower lobe in 
dogs killed a long time after the operation. Blood 
vessels in the bronchial circulation had larger cali- 
bers and thicker walls. There were no significant 
changes in the caliber of the blood vessels of the 
pulmonary circulation, except that in some there 
were traces of radiopaque material which had been 
injected into the bronchial arteries. This finding 
confirmed the existence of an indirect communica- 
tion between the bronchial and the pulmonary ar- 
terial systems. Evidence of more direct communi- 
cation between the 2 systems was found in the 
pulmonary parenchyma, where there were true 
anastomotic connections of the arteriovenous type. 


Clinicopathologic Study of 33 Fatal Cases of Asian 
Influenza. R. Oseasohn, L. Adelson and M. Kaji. 
New England J. Med. 260:509-518 (March 12) 1959 
[Boston]. 


This report deals with the clinical, epidemiologic, 
anatomic, and microbiological features of 33 deaths 
associated with Asian influenza which occurred in 
greater Cleveland in the autumn of 1957. Twenty- 
seven of the cases were studied at the Cuyahoga 
County Coroner’s Office, and 6 were collected from 
4 hospitals in the Cleveland area. Early in October 
several sudden and unexplained deaths in young 
persons were investigated by the coroner’s office. 
Autopsies disclosed anatomic findings compatible 
with fatal influenza. The coroner's office then 
studied subsequent influenza-associated deaths. 
This accounts for the large proportion of cases in 
the series that came under investigation on a medi- 
colegal basis. Cases were included when the follow- 
ing criteria were met: an influenza-like disease 
characterized by abrupt onset, with constitutional 
and respiratory symptoms frequently associated 
with similar illnesses in the family unit; character- 
istic anatomic changes in the respiratory tract; and 
postmortem isolation of the Asian strain of influenza 
virus. Eight virus-negative cases are included, in 
which epidemiologic, clinical, and morphologic find- 
ings were diagnostic. 

The illness was characterized by acute respira- 
tory disease in 25 patients, suggested encephalop- 
athy in 4, and head injury in 1, and there was one 
sudden death 24 hours after a dental extraction 
under inhalation anesthesia. In 2 cases the ante- 
mortem data were inadequate to permit classifica- 
tion. Nineteen of the 25 respiratory deaths occurred 
in previously well persons. The remaining 6 had 
preexisting chronic cardiopulmonary disease. 
Twenty-eight of the 33 patients died within the 
first 7 days and 3 after 8 days or longer; in 2 cases 
the duration of illness was not known. 

The anatomic abnormalities are discussed with 
regard to organ systems. Bilateral pulmonary con- 
gestion and edema were present in almost all the 
patients. Intra-alveolar hemorrhage of varying de- 
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gree was noted in 29. In the majority the extent 
of parenchymal hemorrhage was sufficient to make 
the lungs dark purplish, bulky, and noncrepitant. 
Massive pulmonary hemorrhagic edema was a char- 
acteristic finding. Bronchopneumonia was present 
in 23 patients, of whom 3 had at least one lobe com- 
pletely consolidated. There was 1 case of lobar 
pneumonia without bronchopneumonia, and 3 of 
interstitial pneumonia. Eleven of the patients with 
pneumonia had an accompanying fibrinous pleu- 
ritis, and in 7 blood-tinged pleural fluid was present. 
The hearts showed mostly nonspecific “toxic” 
changes—that is, a pale, flabby myocardium and bi- 
lateral cardiac dilatation. Subepicardial and suben- 
docardial petechiae and hemorrhagic extravasation 
were seen in 6 patients. The most striking abnormal- 
ities in the brain were diffuse congestion and gen- 
eralized swelling, manifested by flattening of the 
gyri, narrowing of the sulci, and an increase in 
weight. In several cases the degree of cerebral 
swelling was sufficient to produce a prominent 
cerebellar pressure cone and associated hippocam- 
pal and uncal changes. In no case were there micro- 
scopic changes indicative of encephalitis. The lym- 
phoid tissue in almost all cases showed some type 
of acute change. The tracheobronchial lymph nodes 
were congested, succulent, and prominent (“reactive 
hyperplastic adenitis”). The authors also comment 
on the microscopic aspects of the pathological 
changes in some of the organs. 

In general, postmortem pulmonary findings were 
similar to those reported in the pandemic of 1918- 
1920 and subsequent epidemics. Myocarditis was 
present in almost a third of cases. Although the 
hemolytic Staphylococcus was the most common 
bacterial pathogen recovered from the respiratory 
tract, bacteria-free cases were frequent. Asian- 
strain influenza virus was isolated from the lung or 
trachea of 25 of the 33 patients and, in addition, 
from the extrapulmonary organs in 3 of the 25. 
This finding lends support to the concept of vi- 
remia in overwhelming influenza infection in man. 


Intracranial Adrenal Gland: A Case Report. M. F. 
Wiener and S. A. Dallgaard. A. M. A. Arch. Path. 
67:228-233 (Feb.) 1959 [Chicago]. 


A 49-year-old man was in extremis, deeply coma- 
tose, and cyanotic when hospitalized. He was pro- 
nounced dead 20 minutes later. According to the 
history given by the wife, the illness began 6 days 
previously with persistent and increasingly severe 
headache. On the morning of admission to the hos- 
pital, while he was dressing to go to work, the head- 
ache became so severe that he returned to bed. In 
a short time he became unconscious and began 
having tonic convulsions at 2-to-3-minute intervals. 
As the coma deepened, the convulsions diminished. 
Treatment consisted of oxygen by tent and arti- 
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ficial respiration when respiration ceased. The clin- 
ical diagnosis was cerebral thrombosis or brain 
tumor. 

At autopsy, the leptomeninges showed diffuse 
congestion and edema, with darkly mottled areas. 
As the brain was lifted, a pancake-shaped mass was 
found loosely attached to the pia-arachnoid of the 
lateral portion of the inferior surface of the left 
frontal lobe. The brain was placed in 10% formalin 
fixative for 10 days and then examined by serial 
coronal sections. The mass showed the structural 
pattern of an adrenal gland with fibrous capsule, 
cortical zonation, and medulla. The anatomic diag- 
nosis was (1) intracranial adrenal gland and (2) 
massive intraventricular hemorrhage. Dissection 
failed to reveal any adrenals at the normal retro- 
peritoneal sites. As far as the authors were able to 
ascertain, this is the first recorded instance of an 
intracranial adrenal gland. They suggest several 
possible mechanisms for the organogenesis of an 
intracranial adrenal gland. 


Advantage of Purgation in Recovery of Intestinal | 


Parasites or Their Eggs. A. D. Alicna and E. J. 
Fadell. Am. J. Clin. Path. 31:139-141 (Feb.) 1959 
[Baltimore]. 


Specimens of feces were obtained from soldiers 
and their dependents, many of whom had been in 
Korea or who were originally from Puerto Rico, 
known areas of high intestinal parasitic infection. 
The effectiveness of the collection of feces after a 
purge with sodium chloride solution in demonstrat- 
ing parasitic infections was compared with that 
after regular bowel movements. If examination had 
been limited to normally evacuated feces, many 
infections would have been missed. This is most 
emphasized in the instance of Endamoeba histo- 
lytica in that, continuing the comparisons for 5 
days, the normally passed feces were positive in 
63 instances, whereas the feces collected after the 
purge were positive in 72. For protozoal organisms 
the formalin-ether and zinc-sulfate flotation meth- 
ods consistently yielded a higher percentage of 
positive findings compared with other concentra- 
tion methods. For helminthic eggs and larvae the 
acid-ether method proved more effective. The 
direct-smear technique was frequently effective, 
especially for trophozoites and eggs of Schistosoma 
mansoni, but it was still necessary to supplement 
this procedure with one of the other methods. At 
least 3 fecal specimens should be studied after 
purgation to yield the highest number of positive 
findings. The method of using Scotch tape for 
larvae and eggs of Enterobius vermicularis yielded 
highly satisfactory results. Thus, the purged feces 
with direct smear, formalin-ether sedimentation, 
and acid-ether centrifugation seem to give the most 
satisfactory results. For E. vermicularis infection, 
the method with Scotch tape is adequate. 
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BOOK REVIEWS 


X-Ray Diagnosis of the Alimentary Tract in Infants and 
Children. By Edward B. Singleton, Director of Radiology, 
Texas Children’s and St. Luke’s hospitals, Houston. Cloth. 
$11. Pp. 352, with 215 illustrations. Year Book Publishers, 
Inc., 200 E. Illinois St., Chicago 11, 1959. 


Dr. Singleton has produced a book that will 
probably become a standard reference in its field. 
Starting with the esophagus and ending with the 
anus each part of the gastrointestinal tract is care- 
fully described, with respect to normalcy and 
congenital and acquired lesions. By correlating 
anatomy, embryology, physiology, and history the 
roentgenologic diagnosis is made more meaningful. 
The technique of roentgenologic examination is 
clearly outlined for all ages so that the procedure 
can be duplicated without difficulty. The illustra- 
tions are plentiful, well planned, and excellent in 
quality. The author's style is clear and each part 
of the anatomy is covered in detail without bur- 
dening the reader with extraneous material. The 
reference lists are brief but wisely chosen. For 
pediatricians and radiologists this timely book 
should help solve many problems. 


The Rorschach and the Epileptic Personality (Le test de 
Rorschach et la personalité épileptique). By J. Delay, P. 
Pichot, T. Lempériére and J. Perse. Translation by Rita and 
Arthur L. Benton. With introduction by Arthur L, Benton, 
and commentary by Zygmunt A. Piotrowski. [French edition 
copyrighted 1955, by Presses universitaires de France.] 
Cloth. $6. Pp. 265, Logos Press, Box 273, Cooper Station, 
New York 3, 1958. 

This book, originally published in France ‘n 
1955, is now available in the United States. It pre- 
sents an excellent review of 77 articles on Rorschach 
studies in epileptic patients. The authors have 
conscientiously covered all the literature available 
between 192: and 1956. In a commentary at the 
beginning of the book Dr. Piotrowski states, “In all 
the vast literature on the Rorschach method there is 
nothing like this book. It summarizes succinctly, 
but without omitting numerous important details, 
everything, probably, that has been said on the 
subject of Rorschach findings in epilepsy.” 

Section 1 reviews the theories of the epileptic 
personality. In reading section 2 close contact with 
a psychologist may be necessary, or the reader may 
fin? himself puzzled by technical details. The four 
pages of conclusions of this section, beginning on 


page 169, are very helpful. Section 3 describes — 


Rorschach studies performed on 50 ambulant 
epileptic patients. Section 4 gives detailed clinical 
observations on two patients. Section 5 presents an 


These book reviews have been prepared by competent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


excellent summary of the authors’ views. There is a 
fine bibliography. An addendum presents five 
studies, not included in the original French edi- 
tions, carrying the study through 1956 and adding 
much to the value of the book. This book is recom- 
mended to anyone interested in a theoretical ap- 
proach to the subject of the epileptic personality. 


Emergency Surgery. By Hamilton Bailey, F.R.CS., 
F.A.C.S., F.R.S.E. Seventh edition. Cloth. $32.50. Pp. 1197, 
with 1576 illustrations. Williams & Wilkins Company, 428 
E. Preston St., Baltimore 2; John Wright & Sons, Ltd., 42- 
44, Triangle West, Bristol 8, England, 1958. 


Those who have followed this book through its 
various editions have recognized in its intrinsic 
merit the monumental handwork of an experienced 
surgeon. Many of the chapters have been com- 
pletely rewritten, and credit is given to a number 
of collaborators. Almost 10 years have elapsed 
since the last edition, and progress in surgery has 
been continuous during this time. Much of the 
emphasis in the text is placed on the view of the 
surgeon as a Clinician. Technique is stressed, par- 
ticularly the technique of diagnosis from the clini- 
cal standpoint. The modern surgical textbook has 
become, in some instances, a reflection of surgical 
pathology and surgical physiology, containing rela- 
tively little to guide the surgeon in clinical life. This 
book is for the practicing surgeon. The illustrations 
are clear. The use of the eponym, which provides no 
information of practical value, has become less 
frequent. Every practicing surgeon should have 
this book in his library. 


Vascular Spiders and Related Lesions of the Skin. By Wil- 
liam Bennett Bean, M.D., Professor of Medicine, Head of 
Department of Internal Medicine, College of Medicine, State 
University of Iowa, Iowa City. Cloth. $8.50. Pp. 372, with 
131 illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publi- 
cations, Ltd., 24-25 Broad St., Oxford, England; Ryerson 
Press, 299 Queen St., W., Toronto 2B, Canada, 1958. 


In this book Dr. Bean throws light on a group 
of vascular lesions and diseases which usually re- 
ceive scant attention in medical books because 
they are thought to be unimportant and not the 
province of any one specialty. He does it in a 
delightful literary style, documenting his material 
thoroughly and recording his observations faithfully 
and in an interesting manner. One-third of the book 
is devoted to vascular spiders and palmar erythe- 
mas, with speculations and facts about the mecha- 
nisms involved. Case reports and documentary 
evidence are combined with thought-provoking 
comments, which round out this section. Excellent 
discussions of metastatic carcinoid, Osler’s disease, 
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hemangiomas, and dyschondroplasia, generalized 
telangiectasia, strawberry marks, livedo reticularis, 
glomus tumor, and other cutaneous vascular lesions 
are also presented. What is known of the natural 
history of the conditions is presented, as are hy- 
potheses about their cause. 

The section on vascular spiders is so outstanding 
that, by comparison, the rest of the book seems to 
lag, but since much new material as well as that 
not found easily elsewhere is presented, the read- 
er’s interest is sustained. Abundant references, ex- 
cellent illustrations, and numerous case histories 
highlight the text. The conclusions amplify the 
author’s integrity as a reporter and observer and 
establish him as an articulate, provocative, and 
entirely readable writer. His enthusiasm, clinical 
acuity, and desire to relate seemingly unrelated 
and superficial findings permeate the book. It rep- 
resents the finest type of medical writing on both 
the medical teaching and literary level. It should 
be an outstanding contribution to American medi- 
cal literature and is recommended for reading by 
student, teacher, and practitioner. 


The Anatomy of the Nervous System: Its Development and 
Function. By Stephen Walter Ranson, M.D., Ph.D. Revised 
by Sam Lillard Clark, M.D., Ph.D., Professor and Chairman 
of Department of Anatomy, Vanderbilt University School of 
Medicine, Nashville. Tenth edition. Cloth. $9.50. Pp. 622, 
with 434 illustrations. W. B. Saunders Company, 218 W. 
Washington Sq., Philadelphia 5; 7 Grape St., Shaftesbury 
Ave., London, W. C. 2, England, 1959. 

The orientation of this 10th edition of an excellent 
textbook of human neuroanatomy, designed for 
medical and other graduate students, is primarily 
anatomic, but its blending of morphology and func- 
tion should enhance the student’s knowledge not 
only of how the nervous system is made up but also 
of its operation. The plan of organization is the 
same as in the ninth edition; 20 chapters are de- 
voted to the gross and microscopic anatomy and 
functions of the principal subdivisions of the nerv- 
ous system and one chapter to clinical illustrations. 
There is an atlas of brain and brain stem sections, a 
laboratory outline, a bibliography, and an index. 

Among the important changes from the previous 
editions are the grouping of drawings of brain stem 
nuclei with the corresponding drawings of Weigert 
preparations, a feature of great value to the student; 
use of the Parisiensia Nomina Anatomica, 1955, 
where possible; the inclusion of six electron micro- 
graphs; and numerous modifications of the text. The 
illustrations are abundant and clear and the type is 
easy to read. The binding is sturdy and the cover 
durable and attractive. As in previous editions, the 
authors’ style is straightforward and most readable. 
A few minor spelling errors have crept in and two 
figure references on pages 65 and 76 were incorrect. 
In general, however, the text and illustrations seem 
to be remarkably free of errors. This volume can be 
recommended with enthusiasm for medical students, 
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graduate students in neurology and psychology, 
and those physicians who wish to review the anat- 
omy of the nervous system. 


The Kidney: An Outline of Normal and Abnormal Struc- 
ture and Function. By H. E. de Wardener, M.B.E., M.D., 
F.R.C.P., Senior Lecturer in Medicine, St. Thomas’ Hospi- 
tal, London. Cloth. $10. Pp. 338, with 74 illustrations. Little, 
Brown & Company, 34 Beacon St., Boston 6; J. & A. Chur- 
chill, Ltd., 104 Gloucester Pl., Portman Sq., London, W. 1, 
England, 1958. 


This monograph has many brief chapters on all 
the clinical forms of renal disease. The author is a 
shrewd and experienced clinician who has a lively 
curiosity about the structure and functions of the 
kidney and has contributed valuable studies on 
renal disease and renal function to the British medi- 
cal literature. The first 90 pages deal with struc- 
ture, function, functional tests, and the relation of 
the kidney to hypertension and edema. The book 
is concisely and clearly written, and it is illus- 
trated with line drawings based on photographs. 
These show such things as the appearance of 
glomerular loops and of tubules in electron micro- 
scopic detail. The charts of functional tests cover 
a wide range, including the effect on the urine 
flow of a patient after a brief interview with a 
surgeon. The author emphasizes the details of lab- 
oratory testing and urine collection which are so 
often neglected, although it is on these details that 
accurate diagnosis depends. The diet lists, unfortu- 
nately, are purely British and include many pro- 
prietary products unheard of in this country. The 
composition of cod, however, is given in three 
forms (steamed, grilled, and fried in batter); beans 
are ignored, as are rice, corn, and potatoes. This 
is a book all American physicians should find useful 
and it is to be hoped that future printings or edi- 
tions will have diet lists suited to North America, 
as well as a discussion of the newer diuretics, such 
as chlorothiazide. 


The Roots of Psychoanalysis and Psychotherapy: A 
Search for Principles of General Psychotherapeutics. By S. 
A. Szurek, M.D., Professor, Department of Psychiatry, 
University of California School of Medicine, San Francisco. 
Cloth. $4.25. Pp. 134. Charles C Thomas, Publisher, 301- 
327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 24-25 Broad St., Oxford, England; Ryer- 
son Press, 299 Queen St., W., Toronto 2B, Canada, 1958. 


The author is a psychoanalyst experienced in the 
treatment of children as well as adults. In part | 
he discusses a number of variables that are im- 
portant to consider with reference to psychoanaly- 
sis and other forms of psychotherapy, such as the 
nature or severity of the patient’s disorder, the 
skill of the therapist, the frequency of sessions, the 
total duration of therapy, and certain general as- 
pects of the analytic or therapeutic situation. Part 2 
is a concise, vivid, clinically descriptive account 
of what the psychoanalyst does for and with his 
patient and how he does it. Part 3 traces the basic 
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elements of these therapeutic processes in other 
forms of psychotherapy, «0 particular those with a 
psychoanalytic crientation. These chapters provide 
valuable technical hints for the experienced psy- 
chotherapist, such as suggestions how to help the 
patient overcome silences, blank periods, and 
blocks, and how to help him verbalize material 
that dares break through the repressions only in 
the form of bodily motions and gestures. 

This book is written in an engaging, easily read- 
able style, in simple effective language, with ad- 
mirable avoidance of all but the most necessary 
special technical terminology. Its emphasis on fun- 
damentals and their practical application as well 
as its concreteness and brevity recommend it as a 
manual for the student, including the postgraduate 
student, to be used in conjunction with teaching 
or training courses. It can also be recommended 
to the general physician who is interested in the 
treatment of emotional and mental disorders or 
wants concrete information as to how the psychia- 
trist, psychotherapist, or psychoanalyst works and 
what they can do for the patients he may refer to 
them. The book offers an admirable description of 
technique, goals of treatment, and therapeutic inter- 
action between patient and physician. The clinical 
scientist, however, will miss a more precise deter- 
mination of indications beyond a general implica- 
tion that not all patients are analyzable, and a dis- 
cussion of results, successes as well as failures, with 
reference to the techniques used. 


Therapeutic Radiology: Rationale, Technique, Results. By 
William T. Moss, M.D., Assistant Professor of Radiology, 
Northwestern University School of Medicine, Chicago. With 
foreword by Lauren V. Ackerman, M.D. Cloth. $12.50. Pp. 
403, with 146 illustrations. C. V. Mosby Company, 3207 
Washington Blvd., St. Louis 3; Henry Kimpton, 134 Great 
Portland St., London, W. 1, England, 1959. 


This book presents an organized and rational 
approach to the problems of clinical radiation 
therapy. The various problems of treatment are 
well organized into chapters, augmented by a 
short discussion of physics, techniques, and radio- 
biology, and adequately illustrated by pictures and 
graphs. The author discusses both the curative 
treatment of various tumors and the palliative radi- 
ation therapy of malignancies. The treatment of 
benign conditions is outlined but deemphasized. 
There is a good discussion of treatment methods, 
including an outline of techniques suitable for use 
with conventional therapy and supervoltage equip- 
ment. Radiologists may find it a good reference 
work, but some of the more unusual techniques are 
not mentioned. This book should be of special value 
to cancer specialists, otolaryngologists, and gyne- 
cologists, as well as being an excellent reference 
for many other physicians. It is well documented 
by an adequate reference list at the end of each 
chapter. 


BOOK REVIEWS 
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A Short Practice of Surgery. By Hamilton Bailey, 
F.R.C.S., F.A.C.S.,_ F.LC.S., and McNeill Love, M.S., 
F.R.C.S., F.A.C.S. With chapters by John Charnley, 
F.R.C.S., William P. Cleland, M.R.C.P., F.R.C.S., and Geof- 
frey Knight, F.R.C.S. Eleventh edition. Cloth. 84 shillings. 
Pp. 1389, with 1697 illustrations. H. K. Lewis & Co., Ltd., 
P. O. Box 66, 136 Gower St., London, W. C. 1, England; 
[J. B. Lippincott Company, E. Washington Sq., Philadelphia 
5], 1959. 

When each new edition of an accepted work 
shows continued growth, as this has done, it indi- 
cates the need for such a pithy and practical book. 
Drs. Bailey and Love are to be congratulated on this 
excellent presentation. They have kept in step with 
the march of surgical progress. For example, those 
chapters dealing with the thyroid, other ductless 
glands, the liver, and the stomach have been re- 
written completely. There is a new chapter on 
fluid and electrolyte balance and one on radio- 
therapy. The chapter on electrolytic balance is 
especially good. The illustrations beautifully en- 
hance the easily readable text. This book can be 
recommended unreservedly to students, interns, 
residents, surgeons, and nurses interested in the 
practice of surgery. 


Privileged Communications Between Physician and Patient. 
By Clinton DeWitt, Professor of Law, Western Reserve Uni- 
versity, Cleveland. Cloth. $11.50. Pp. 528. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, IIl.; 
Blackwell Scientific Publications, Ltd., 24-25 Broad St., Ox- 
ford, England; Ryerson Press, 299 Queen St., W., Toronto 
2B, Canada, 1958. 


A professor of law has written this book as the 
outgrowth of 30 years of experience in trial and 
appellate courts. He believes that :nembers of the 
bench and bar have too often misunderstood the 
purpose of testimonial privilege. If his opinion is 
correct, and there is little reason to doubt it after 
reading the text, it must also be true that physi- 
cians do not fully understand or appreciate the 
nature, purpose, and extent of testimonial privi- 
lege. This book, the only one dealing exclusively 
with testimonial privilege, is bound to fill a long- 
recognized void. It contains discussions of the 
common-law doctrine of testimonial privilege ap- 
plicable to particular confidential relationships, the 
physician-patient privilege statutes, the policy of 
the privilege, and the nature of the privilege. Two 
interesting and helpful chapters contain discus- 
sions of the relationship of physician and patient 
and the medical persons protected by the privi- 
lege. An appendix quotes statutes that are in effect 
in the several states regarding privilege. So tech- 
nical a work as this does not have general appeal, 
nor appeal to or use for the busy practitioner of 
medicine. Medical societies might consider it as a 
reference work or call it to the attention of their 
attorneys. No physician need hesitate recommend- 
ing it to a member of the bar as a useful reference 
work on an important and complex subject. 
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PERSISTENT SALMONELLOSIS 
To THE Eprror:—In June, 1958, because of per- 
sistent diarrhea in a newborn infant, a culture 
was taken and Salmonella infantis was isolated. 
Cultures from both parents also demonstrated 
this organism. A contaminated cistern was found 
and disinfected. Both parents were given a 
10-day course of chloramphenicol therapy, and 
stools were cleared of this organism. The child's 
diarrhea was cleared with a 10-day course of 
chloramphenicol therapy, but stool cultures have 
remained positive. Two additional 10-day courses 
of phenoxymethyl penicillin therapy were given, 
but cultures have remained positive. The child 
_ is asymptomatic and has had a normal weight 
gain. Should further drug therapy be attempted? 
Robert Forrest Brennen, M.D., Fullerton, Pa. 


Answer.—If cultures have been made of the in- 
fecting organism it would be advisable to obtain 
sensitivity tests for several antibiotics. Possibly it 
may be disclosed that chloramphenicol is not the 
most effective drug for the purpose desired. In the 
meantime it may be well to try erythromycin. 


IRRADIATION OF LYMPHOID TISSUE 

To tHE Eprror:—What is the present status of 
x-ray therapy to lymphoid tissue, located in and 
around the eustachian tube, which cannot be 
removed by operation? M.D.., Ohio. 


Answer.—Lymphoid tissue is radiosensitive, and 
hypertrophic lymphoid tissue readily responds to 
irradiation and may shrink markedly, depending on 
the amount of irradiation administered. Where ex- 
cessive overgrowth of such tissue impinges on the 
eustachian tube and is a factor in subsequent deaf- 
ness, irradiation with x-rays is applicable and in 
most instances effective. A favorable response is 
observed in most such patients given this treatment, 
and there has been a definite improvement in asso- 
ciated deafness in many instances. When properly 
given by a competent radiologist, no unwarranted 
side-effects occur. There have been some news- 
paper reports concerning possible carcinogenic 
effects of irradiation in the throat area, but there 
is no specific medical evidence that cancer has 
developed as a result. 


The answers here published have been prepared by competent au- 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony- 
mous communications cannot be answered. Every letter must contain 
the writer’s name and address, but these will be omitted on request. 


BLOOD HISTAMINE LEVEL 
To THE Eprror:—What is the best method for de- 
termining the blood histamine level? The pro- 
cedure should be sufficiently accurate for clin- 
ical purposes and easy to perform, preferably 
with a colorimeter. M.D., Italy. 


ANnsweER.—The best and perhaps the only prac- 
tical method of determining the level of histamine 
in the blood is by a physiological assay method. 
The substrate is a strip of the lower part of the 
ileum from a guinea pig. Its reaction to the un- 
known is compared with the reaction with use of 
known standards of histamine. Several chemical 
methods have been reported, but none has gained 
favor, as they are involved and difficult and their 
accuracy is doubtful. Some of these have been little 
more than qualitative tests. The assay method re- 
quires special equipment, training, and experience. 


SPONTANEOUS REMISSION OF GOITER 


To THE Eprror:—A 45-year-old woman was treated 
from her teens until she was 25 for exophthalmic 
goiter. Her description of nervousness, a mass in 
the neck, and exophthalmia seem consistent with 
this diagnosis. She was hospitalized and was 
being prepared for thyroidectomy but left the 
hospital without the operation being performed 
because of fear. Subsequently she went to the 
Ortman Clinic in South Dakota, where she was 
given treatment consisting, apparently, only of 
massage to the neck and to the back. She is not 
sure what sort of physicians treated her, but she 
says they called themselves bone and nerve spe- 
cialists. After their treatment, her goiter and 
symptoms disappeared and the physicians that 
previously diagnosed her condition as exophthal- 
mic goiter admitted that she had no residual 
signs of this disease. Assuming that the original 
diagnosis was correct, how can her recovery be 
explained? Is there any evidence that strong 
suggestion could cause regression of an exoph- 
thalmic goiter? Does such a condition ever re- 
gress spontaneously in adults? 

Frank C. Leitnaker, M.D. 
Security Village, Colo. 


ANsweER.—The best explanation for the course of 
events in this case is that the patient underwent 
a spontaneous remission of her symptoms of hyper- 
thyroidism. The natural course of this disease is 
often characterized by periods of exacerbation and 
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amelioration. In spite of these fluctuations, most 
patients show progression of their illness unless 
they receive definitive therapy, such as radioactive 
iodine, subtotal thyroidectomy, or antithyroid drugs, 
but spontaneous remissions with disappearance of 
all symptoms have been noted in rare instances. 


EXAMINATION OF REMOVED LENSES 

To Eprror:—The tissue committee of a hos- 
pital has asked that all cataracts be sent to the 
laboratory for proof of specimen removed. It is 
felt that the removal of a cataract can be easily 
ascertained postoperatively and this is a super- 
fluous examination. Needless to say, no pathology 
of the lens is ever seen. Should such a procedure 
be required? 

Norman S. Jaffe, M.D., Miami Beach, Fla. 


AnsweR.—The purpose of the histological exami- 
nation of ar optic lens removed because of a cata- 
ract is to establish whether the lens capsule has 
been included in the extraction. This is important 
to the surgeon for evaluation of present or future 
conditions that may develop in the eye. The micro- 


scopic examination of an extracted lens also has _ 


value in cases where the surgeon's statement of 
removal may be challenged in court procedures. 


SJOGREN’S DISEASE 

To tHe Eprror:—A 54-year-old woman has had 
moderately severe rheumatoid arthritis for four 
years. Her symptoms are controlled by 15 mg. of 
cortisone daily, but she has a dry mouth. The 
small amount of saliva present is so thick that it 
sticks to her mouth. What treatment would re- 
lieve this symptom? 


Everett Van Reken, M.D., Oak Park, Ill. 


Answer.—The patient has Sjégren’s disease, which 
is marked by dryness of all mucous membranes, re- 
sulting from a deficiency of secretion of the glands, 
particularly the lacrimal and salivary glands, the 
sweat glands, and the glands of the stomach. It 
occurs chiefly in women over 40 years of age. The 
cause is unknown. Joint changes of the rheuma- 
toid type occur in a high percentage of patients. 
There is no satisfactory treatment for this condition. 


STERILIZING BRUSHES 
To Eprror:—How can one sterilize barbers’ 
hair brushes, shaving brushes, and neck dusters 
and the brushes used by hairdressers for women? 
T. R. Pratt, M.D., Pismo Beach, Calif. 


Answer.—The public health problem posed is 
one that receives far too little consideration or 
control in most localities, as well as in institutions 
for chronically ill and mentally ill patients and in 
penal institutions. Absolute sterilization of brushes 
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is not required after they are commercially avail- 
able, provided the manufacturer has presterilized 
the bristles obtained from animals which may have 
been infected with anthrax. Adequate disinfection 
destroys most bacteria and fungi which are asso- 
ciated with infections of the skin and hair in human 
beings. Among the disinfectants which can be used 
are quaternary ammonium compounds, such as 
benzalkonium chloride, ethyl and isopropyl alco- 
hols (70 to 90% solution), formalin (1 to 3%), 
cresols, soaps with 2% concentrations of hexa- 
chlorophene, and 2% solution of aqueous iodine. 
Bichloride of mercury and mercuric cyanide should 
not be used. The commercially available agents 
should be used as directed by the manufacturer. 
Combs, brushes, blades of clippers, scissors, and 
similar items may be treated by submersion if the 
solution contains an antirust compound, such as 
sodium nitrite, to prevent corrosion of metals. Ex- 
posure intervals should normally extend for 15 to 
20 minutes but should be increased when the in- 
struments have been used on persons with known 
infections. Thorough mechanical cleansing and 
rinsing should precede submersion of the instru- 
ment in the disinfecting solution, and postsubmer- 
sion rinsing is required with most of the above 
preparations. Boiling for 10 to 15 minutes in water 
is also a satisfactory procedure if the materials 
can withstand heat. Formaldehyde gas cabinets 
are not efficient unless the humidity is carefully 
controlled, because moisture is essential to the 
activity of the formaldehyde. Ethylene oxide gas, 
combined with carbon dioxide to provide a non- 
explosive mixture, is an excellent agent. Small units 
for use of such mixtures are available to physicians’ 
offices for sterilization procedures. Perhaps one day 
they will be available to barber shops and beauty 
salons. Clean aprons used with individual neck 
bands or fresh towels reduce hazards of neck in- 
fections. Proper laundering and handling of the 
linens minimizes transmission of infecting organ- 
isms. Elimination of brushes and proper techniques 
in disinfecting other instruments, as practiced in 
the Army, also have merit. 


DISCOMFORT FROM EATING SUGAR 

To tHE Eprror:—Why do some persons complain 
‘of discomfort after the ingestion of sugar? A 
patient with a fasting blood sugar level of 145 
mg. per 100 ml. is the only man known of with 
this symptom, but a number of women near the 
menopause have complained that they cannot 
use sweetening. 

O. C. Amstutz, M.D., Irvine, Ky. 


ANnswer.—Epigastric discomfort after the inges- 
tion of sugar is usually secondary to increased 
gastric acidity and associated gastric hypermotility. 
A man with a fasting blood sugar level of 145 mg. 
per 100 ml. may have diabetes, but if his discom- 
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fort is epigastric it is probably due to the above 
mechanism. The associated increase in nervous ten- 
sion and apprehension in women near the meno- 
pause may account for some intolerance to sugar 
due to increased gastric hyperacidity. One is always 
aware of the many preconceived notions about the 
menopausal syndrome in different areas. 


TREATMENT OF MENINGITIS 

To THE Eprror:—A death recently occurred in this 
area from spinal meningitis. Local authorities 
said there was no special serum for this disease. 
On Feb. 17, 1959, on the television program 
“Highway Patrol,” the case of a 6-month-old 
baby who had this highly contagious disease was 
presented. It was said that the only chance of 
survival was an injection of a special serum to 
be given within two hours. This injection was 
given to everyone who had come in contact with 
the baby. If there is such an injection, what is it? 
If not, is there any way that this subject could 
be clarified? The people in this area are quite 
upset. 

Nicholas M. Romano, M.D., Bangor, Pa. 


ANswer.—There is no antiserum that will pre- 
vent spinal meningitis. Once the diagnosis of men- 
ingitis has been made, the most effective method 
of treating the disease consists of the administra- 
tion of sulfonamides or antibiotics. 


ALLERGY TO DEODORANTS 
To THE Eprtor:—A patient is allergic to deodorants 
containing any form of aluminum or hexachloro- 
phene. Is there any deodorant to which this pa- 
tient might not be allergic? 
George R. O’Daniel, M.D., Svartanburg, S. C. 


ANswer.—A sensitivity to aluminum and hexa- 
chlorophene rules out the use of most commercial 
deodorants. Aluminum salts are invariably used as 
the active ingredient in antiperspirants, and hexa- 
chlorophene is a widely used component in simple 
deodorants. Antiperspirants are classed as drugs; 
therefore, the presence of aluminum must be noted 
on the label. On the other hand, simple deodorants 
are classed as cosmetics, and there is no way of 
knowing the exact ingredients. Hexachlorophene is 
so effective as an antibacterial agent that it is likely 
to be found in a large proportion of such products. 
It is also not unusual to find it as an ingredient 
in antiperspirants. Inasmuch as manufacturers of 
hypoallergenic cosmetics specialize in the formula- 
tion of products to meet the needs of allergic 
patients, on request a simple deodorant can be for- 
mulated for this particular patient with an anti- 
bacterial substance other than hexachlorophene. 
The patient may find that sodium bicarbonate ap- 
plied as a deodorant is effective. 
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ATOPIC ECZEMA AND VACCINATION 

To THE Eprtor:—A 17-year-old boy has had atopic 
eczema practically all of his life. He plans to 
tour several European countries this summer, and 
to obtain a passport it is necessary that he have 
a smallpox vaccination. He had a_ successful 
vaccination at the age of 6. Two dermatologists 
have advised against giving him another vacci- 
nation. Should he be vaccinated? Is smallpox 
endemic in Europe? 

James O. Colley Jr., M.D., Troy, Ala. 


ANSwER.—The mere fact that this boy had a suc- 
cessful vaccination at the age of 6 does not 
indicate that he may not have another successful 
vaccination. According to the laws of the United 
States, he must be vaccinated against smallpox 
if he is to be in Europe. While this consultant 
knows of no endemic areas of smallpox in Europe 
at present, this is still a legal requirement. As 
to whether his atopic dermatitis would be affected 
by revaccination, it may be said that if the con- 
dition has cleared and there are no active areas 
of dermatitis he may be vaccinated. If there are 
active areas, vaccination carries with it the risk of 
developing vaccinia in the areas of dermatitis, 
which is a serious disorder if it becomes wide- 
spread and generalized. Without knowing the 
extent of his active involvement, however, it is 
impossible to give specific advice. 


INDURATED SCAR 
To tHE Eprror:—In the Questions and Answers 
section of THe JournaL, March 7, 1959, page 
1147, information was asked regarding treatment 
for a “hypertrophic scar” of a few months’ dur- 
ation on the upper lip. I believe the diagnosis of 
granuloma pyogenicum should be considered. If 
the lesion is truly a hypertrophic scar, judicious 
localized superficial x-ray would be helpful in 
flattening the lesion. 
S. J. Randall, M.D. 
136 W. Monument Ave. 
Dayton 2, Ohio. 


The above comment was referred to the con- 
sultant who answered the original question, and his 
reply follows.—Eb. 


To THE Eprror:—Granuloma pyogenicum usually 
refers to a slowly developing tumor mass, pre- 
sumably caused by suppurative organisms. At 
first, the pathology usually consists of masses of 
hypertrophic granulation tissue in an area of 
suppurative infection. After the acuteness has 
subsided and the pathology still persists, the 
tissue is seen to be a mass of dilated blood ves- 
sels in a well-organized connective tissue stroma, 
with or without any evidence of inflammation. 
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The history presented in the case in question re- 
vealed no evidence of infection or suppuration. 
If such were the case, of course, the diagnosis of 
granuloma pyogenicum must be considered. 
There is no doubt about the value of x-ray ther- 
apy in scars, but this consultant believes that best 
results are obtained when radiotherapy is used 
early. The value of its use after as long as two 
months is dubious. There are some people who 
are more prone to hipertrophic scar formation 
than others. Such patients should have radio- 
therapy early and in larger dosage. 


ARTHRITIS OF THE SPINE 

To tHe Eprrorn:—A question appeared in THE 
JournaL, Oct. 11, 1958, page 843, regarding a 
patient with arthritis of the spine. Suggestions 
were requested with special regard to therapy. 
The consultant made a general statement that 
“the collagen and arthritic diseases are not easily 
separated into definite, diagnostic categories.” I 
believe the writer of the question supplied suffi- 
cient information to enable one to reach the con- 
clusion that the patient is probably suffering 
from ankylosing (rheumatoid) spondylitis. If so, 
the consultant’s recommendations are inadequate 
because of the omission of the possible use of 
phenylbutazone. Its effects are usually compa- 
rable and sometimes superior to those of radi- 
ation therapy in ankylosing spondylitis, but it 
must be used with due respect for its potential 
untoward effects. The value of corticosteroids in 
selected instances should also have been men- 
tioned. Postural training is of importance, and 
emphasis should also be given to deep breathing 
exercises. David H. Neustadt, M.D. 

628 Fincastle Bldg. 
Louisville 2, Ky. 


The above comment was referred to the con- 
sultant who answered the original question, and 
his reply follows.—Eb. 


To THE Eprror:—A complete discussion of the treat- 
ment of ankylosing spondylitis is not appropriate 
without knowing many details which were not 
included in the réstimé submitted by the in- 
quirer. He seemed most interested in the use of 
roentgen therapy, and certainly it is the con- 
sensus that x-ray therapy will help in some of 
the flare-ups of rheumatoid spondylitis. Which 
of the various forms of medical treatment might 
be appropriate would require further knowledge 
of the case; aspirin, phenylbutazone, and corti- 
sone-like steroids would all be considered in 
selected cases. Physiotherapy was recommended 
as an inclusive program in which deep breathing 
and exercises would be naturally included. 
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PREGNANCY AND TUBERCULOSIS 
To THE Eprror:—In Tue Journat, Jan. 10, 1959, 
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page 201, inquiry was made concerning risks or 
complications that might be anticipated in a 
pregnant woman with a history of tuberculous 
salpingitis. Recently, several reports have ap- 
peared relative to the occurrence of ectopic preg- 
nancy after treatment of pelvic tuberculosis 
Shapiro, Obst. & Gynec. 12:148, 1958; Halbrecht, 
ibid. 10:73, 1957). Halbrecht states, “Despite the 
growing number of cases in which tubal gestation 
is found to coexist with the endosalpingitis, this 
combination is correctly considered as rare. The 
role which healed tuberculosis is playing in the 
pathogenesis of tubal pregnancy has, on the other 
hand, been minimized or is not even mentioned.” 

George X. Trimble, M.D. 

1401 Chestnut Ave. 

Long Beach 13, Calif. 


The above comment was referred to the con- 


sultant who answered the original question, and his 
reply follows.—Eb. 


To tHE Eprror:—There are proved cases of intra- 


uterine pregnancy after treatment with strepto- 
mycin, aminosalicylic acid, and isoniazid. Some 
of the pregnancies went to term and others end- 
ed in abortion. Extrauterine pregnancy in the 
presence of genital tuberculosis is not as rare 
as intrauterine pregnancy. Occasionally the diag- 
nosis of tuberculous salpingitis is not made in a 
patient with ectopic pregnancy until the pathol- 
ogist’s study is completed. If diagnosis of 
tuberculous salpingitis is made during removal of 
an ectopic pregnancy, the contralateral tube 
should be removed. If diagnosis is made later, 
the patient should be treated with antimicrobial 
agents and removal of the remaining tube. When 
and if antimicrobial agents are available that 
will definitely cure all tuberculosis, removal of 
the remaining tube may not be necessary. 

Extrauterine pregnancy does occur in both 
treated and untreated patients because the in- 
fection is bilateral and because there is marked 
distortion of the tubal wall and lumen. This dis- 
tortion increases the chances of the occurrence 
of ectopic pregnancy, for the impregnated ovum 
becomes trapped during its descent towards the 
uterine cavity. In spite of the possibilities of 
ectopic pregnancy occurring in both treated and 
untreated patients with tuberculous salpingitis, 
some women with the knowledge of what may 
happen are willing to take the risk. Treatment of 
the salpingitis should be at least one year or even 
two years before pregnancy is attempted. Recur- 
rent salpingitis has been discovered after shorter 
periods of treatment. 
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Many different 


emotional disturbances. need 
only one tranquilizer 


artal. i. d. 


(thiopropazate dihydrochloride) 


Because of its un- Dartal produced consistent results not only under controlled clinica! 
usually numerous conditions but also under conditions of everyday office practice. 


therapeutic indi- 
cations and broad 
range of thera- Reports Anxiety and Tension States ; 321 
peutic activity, from office Duodenal Uicer 11 
5 trials by Irritable Colon 
DARTAL is an out- 156 (including spastic constipation) 8 
standing tranquil- physicians Menopausal Syndrome 28 
izerfor gen eraluse. Hypertensive Cardiovascular Disease 13 


Number Number 
Diagnosis of Patients | Improved 


with low dosage: Only one tablet of 2 or 5 or 10 mg. t.i.d. 
with relative safety: Evidence indicates that Dartal is not icterogenic. 


G. D. SEARLE & CO., Box 5110, Chicago 80, Illinois 
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A DARTAL CLINICAL TRIAL CASE REPORT FORM eu 


7 THE JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION 


535 N. Dearborn St., Chicago 10, Ill. 
Phone WH 4-1500 Cable Address “Medic” Chicago 


SUBSCRIPTION RATES 


Price per annum in advance, including postage: 
Domestic, $15. Canadian, $17.00. Foreign, $21.50. 
Price to students, interns and residents: $9.00 in 
U.S. & possessions. 


SINGLE COPIES of this and previous calendar 
year, 45 cents each. 


REMITTANCES should be made by 
check, draft, registered letter, money or express 
order, Currency should not be sent unless the 
letter is registered. Stamps in amounts under one 
dollar are acceptable. Make all checks, etc., pay- 
able to “AMERICAN MEDICAL ASSOCIATION.” 


WARNING: Pay no money to an agent 
unless he presents a letter showing authority for 
making collection. 


CHANGE OF ADDRESS: When 
there is to be a change in your address, THE 
Journat or any other A. M. A. periodical to which 
‘you subscribe should be notified at least six 
weeks before the change is made. The address label 
clipped from your latest copy of the periodical, 
and the old and new address, including your postal 
zone number, should be included in the new ad- 
dress. Your instructions should state also whether 
the change of address is temporary or permanent. 


WHEN COMMUNICATIONS 
concern more than one subject—manuscript, news 
items, reprints, change of address, payment of sub- 
scription, membership, information wanted, etc.— 
correspondents will confer a favor and will secure 
more prompt attention if they will write on a 
separate sheet for each subject. 


CONTRIBUTORS 


EXCLUSIVE PUBLICATION: 
Articles are accepted for publication on condition 
that they are contributed solely to this journal. 


COPYRIGHT: Matter appearing in THe 
JOURNAL OF THE AMERICAN MEDICAL Associa- 
TION is covered by copyright. Permission will be 
granted on request for the reproduction in repu- 
table publications of anything in the columns of 
Tue Journnac if proper credit is given. However, 
the reproduction for commercial purposes of 
articles appearing in Tne Jounnaw or in any of 
the specialty journals published by the Association 
will not be permitted. 


MANUSCRIPTS: Manuscripts should be 
typewritten, double-spaced and the original, not 
the carbon copy, submitted unrolled. Carbon cop- 
ies, or single-spaced manuscripts will not be con- 
sidered. Footnotes and _ bibliographies should 
conform to the style of the Quarterly Cumulative 
Index Medicus published by ithe American Medical 
Association. This requires in the order given: 
name of author, title of article, name of periodical, 
with volume, page, month—day of month if weekly 
~—and year. Because of lack of space, it is necessary 
to limit the number of bibliographic footnotes to 
eighteen. Unused manuscripts are returned by 
regular mail. Used manuscripts are not returned. 


RESPONSIBILITY FOR STATE- 
MENTS: While manuscripts are subject to 
editing so that they conform to the style adopted 
by the American Medical Association for its 
publications, the author assumes the responsibility 
for the statements he makes. Unless so stated, the 
opinions expressed in articles in THE Journnat do 
not represent those of the American Medical 
Association or any other organization. 


ILLUSTRATIONS: Half-tones and zinc 
etchings will be furnished by Tue JournnaL when 
satisfactory photographs or drawings are suppiied 
by the author. Each illustration, table, etc., should 
bear the author’s name on the back. Photographs 
should be clear and distinct; drawings should be 
made in black ink on white paper, Used photo- 
graphs and drawings are returned after the article 
is published. 


PRICE LIST 


A price list describing the various publications 
of the Association will be sent on request. 


AMERICAN MEDICAL ASSOCIATION 
535 N, Deanporn STREET, Cuicaco 10 


KOSHER ZION 


100% pure beef 


LAIVCIwurst 


sausage 
for 1YON 


and 


vitamins* 


and good taste, too! 


Doctors will be interested in the 
laboratory report based on the 
analysis of this KOSHER-ZION PURE 
BEEF LIVERWurst SAUSAGE... Chil- 
dren and Adults will like the flavor 
of this tasty way to eat 100% puRE 
BEEF LIVER. It is a pleasant way to 
encourage children particularly, to 
consume significant amounts of 
Iron, Phosphorous, Riboflavin, Vita- 
min B-12, Vitamin A plus other 
essential vitamins and minerals. 


*Each 100 grams (approximately 
34% ounces) of KOSHER-ZION PURE 
BEEF LIVERWurst SAUSAGE contains: 


IRON. .6.56 Milligrams 
VITAMIN B-12.. 4 Micrograms 
VITAMIN A........ 6,560 U.S.P. Units 
THIAMINE... ..0.106 Milligrams 
RIBOFLAVIN........... 1.80 Milligrams 
NIACIN...... 5.67 Milligrams 
VITAMIN C............. 13.0 Milligrams 
PHOSPHOROUS .... ...168.0 Milligrams 
CALCIUM... -.. 37.7 Milligrams 


*Report on Analysis by Laboratory of Vitamin 
Technology, Inc. 

KOSHER ZION BEEF LIVERwurst 
Sausage is of the purest, highest quality. 
It is not to be compared with other 
types of liver sausage that are processed 
for general commercial distribution. K-Z 
Beef Liverwurst Sausage can be pur- 
chased in popular sized packages sealed 
in saran casing for purity and preserva- 
tion of freshness, at food shops, delica- 
tessens and super-markets. It is reason- 
ably priced. 


KOSHER ZION SAUSAGE COMPANY 
OF CHICAGO « Chicago 8, Illinois 
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CLASSIFIED ADVERTISEMENTS 


PERSONAL CLASSIFIED ADS 
For personal classified advertisements the rate is 
$9.75 per insertion for 30 words or less; additional 
words 35c each. For box number instead of per- 
sonal address, add 60c and count 4 additional 


words. 
SEMI-DISPLAY ANNOUNCEMENTS 
FOR PERSONAL CLASSIFIED ADVERTISEMENTS 
set in bold type (like this paragraph) the rate is $12.25 
aw for 30 words or less, additional words 60c 
each. 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 


COMMERCIAL ANNOUNCEMENTS 
Advertisements of marufacturers, dealers, pub- 
lishers, agencies, ete., and all purely commercial 
announcements under any caption will be inserted 
at the rate of $12.50 for 20 words or less; addi- 
tional words 40c each. For semi-display, $15.75 for 
20 words or less, additional words 55c each. Box 
number charge same as personal ads. 


CLASSIFIED ADVERTISING FORMS CLOSE 


FRIDAY NOON [5 DAYS PRIOR TO 
THE DATE OF ISSUE 


Journal A.M.A., 535 N. Dearborn St., Chicago 10 


NOTICE 


WANTED — ELECTROENCEPHALOGRAPHER TO ES- 
tablish department in 600 bed general hospital; Florida 
license required; part time percentage basis; extramural 
private practice lkely necessary. Contact: Hospital Di- 
rector, Tampa eo Hospital, Tampa 6, Florida. 
(Tele phone 8-0711) 


ASSOCIATES WANTED 


DESIRED FOR ACTIVE GENERAL 
western New York community; no 
investment needed; full privileges local hospital; co- 
operation loeal physicians assured; ceiling unlimited. 
Frank M. Tooze, MD, Westfield, New York. 


ASSOCIATE 


practice; pleasant 


| PARTNER WANTED BY YOUNG PHYSICIAN $60,000 


stating 
Box 


ew York City suburb. Write, 
lability, military status to: 


general practic 
qualificatic 
$166, % AMA. 


PHYSICIANS WANTED 


EATON LABORATORIES, ESTABLISHED PROFES- 
sional Drug Division of the Norwich Pharmacal Com- 
pany, located in a semi-rural community in upstate 
ne York has immediate opportunity for two physicians 
with interests in medical research; internist—Board or 
Board qualified, with interest and training in cardio- 
vascular disease and cardiology to establish and super- 
vise clinical studies about the country with purpose of 
evaluating newly developed drugs, requires about 60 
days travel per year; generalist Physician for medical 
research and professional services section; duties to 
include establishment and coordination of clinical stud- 
ies, sales training and general liaison with medical 
profession; should have general practice background; 
previous experience in pharmaceutical industry desir- 
able. Please forward resume to: Personnel Director, 
Laboratories Division, The Norwich 
Company, Norwich, New York. 


WANTED—PHYSICIANS FOR FULL TIME EMPLOY- 
ment as ward physicians on Neuropsychiatric Service in 
modern Veterans Administration Neuropsychiatric hos- 


pital, Jefferson Barracks, Missouri, located 12 miles 
from downtown St. Louis; starting ‘salary ranges from 
$8,330 to $12,770, plus 15% specialty allowance if 


Board Certified; 30 days annual leave, in-grade salary 
increments, liberal sick leave, insurance and retirement 
benefits; applicants must be U.S. citizens under 60 
years of age; graduates of approved medical schools and 
physically qualified; psychiatric experience desired but 
ary. If communicate with: The 
Jefferson 

Cc 


interested, 
F Veterans Administration Hospital, 
Barrac ks, Missouri. 


WANTED — GENERAL PHYSICIANS; UnOER 35 
years of age; full time hospital practice; opportunity 
to develop interest; consultation with specialists avail. 
able in professional care program of 10 Miners Me- 
morial Hospitals; full time positions with starting com- 
 eagget at the rate of $12, per year; progressive 

pey seale; for appointment currently and for July, 
959; eligibility for licensure in Kentucky, Virginia or 
West Virginia required. For details address: The Clin- 
ical Director, Miners Memorial Hospital Association 
1427 Eye Street, N. W., Washington 5, D. C. Cc 


i SICIAN WANTED—POSITIONS AVAILABLE FOR 
physicians qualified and experienced in genera] medi- 
cine for employment with the United States Govern- 


ment; applicants must be willing to serve in Wash- 
ington, D. C., and accept overseas assignments; must 
be U. S. born citizen; graduate of U. Class A 


medical school, and have completed military obligation; 
salary $10,130 per annum; additional allowances if as- 
signed overseas; include ‘all pertinent data in initial 
reply; personal interviews will be arranged for those 
selected, Box 9367 C, % AMA. 


WANTED—ONE GENERAL PRACTITIONER FOR 
clinic and one internist or general practitioner for 
clinic and hospital; salary plus fees and 
ance; liberal health and welfare insurance plan; 
ary for caring for industrial cases, employee exam- 


inations, and p office treat all other 
services are on a fee basis; opportunity to make 


$15,000 to 
in Arizona; new be 

be Eligible & Arizona license. 
% 


hospital in the near future; 
Box 9387 C, 


(Continued on page 198) 
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patients 
starting 


on corticoids | 


Kenacort provides these important 
advantages . . . excellent 

corticoid activity on a low dosage 
schedule?-3 without edema,!~* 
psychic stimulation,!3 or adverse 
effect on blood pressure;!-3.5 

a low sodium diet is not 
necessary;*.5 and gastrointestinal 
disturbances are usually 
negligible.2:4.5 Because of these 
benefits, Kenacort starts all 

your patients off right — even your 
“problem” patients, such as 

the obese, the hypertensive, or 

the emotionally disturbed. 
REFERENCES: + 1. Freyberg, R. H.; Berntsen, 
C. A., Jr., and Hellman, L: Arth. & Rheum. 
1:215 (June) 1958. - 2. Sherwood, H., and 
Cooke, R. A.: J. Allergy 28:97 (March) 1957. 
+ 3. Shelley, W.B.; Harun, J.S., and Pillsbury, 
D. M.: J.A.M.A, 167:959 (June 21) 1958. 

+ 4, Dubois, E.L.: California Med. 89:195 


(Sept.) 1958. - 5. Hartung, E.F.: J.A.M.A. 
167:973 (June 21) 1958. 


SQUIBB TRIAMCINOLONE 


for all your 
allergic* 
patients 
requiring 
corticoids 


Kenacort usually provides rapid relief of 
allergic manifestations because of 

its potent antiallergic and 
anti-inflammatory activity. Kenacort 
often proves effective where other 
steroids have failed. For example, 

in bronchial asthma, Kenacort therapy 
improves ventilation and increases 

vital capacity;2 dyspnea and 
bronchospasm are usually relieved 
within 48 hours; and sibilant rales 
frequently disappear. As in all 
indications, rapid clinical improvement is 
obtained on a low dosage schedule!? 
without the development of 


edema,!-4 elevated blood pressure??.5 
or psychic stimulation.!? 


*ASTHMA AND ALLERGIES — major indications 


SUPPLIED: 

Scored tablets of 1 mg. — Bottles of 50 

Scored tablets of 2 mg. — Bottles of 50 

Scored tablets of 4 mg. — Bottles of 30 and 100 


* 
A SQUIBS TRADEMARK 
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For 
GERIATRIC 


CONSTIPATION 


_Borcherdt’s 


MALT SOUP EXTRACT 


is SAFE, SURE, GENTLE 


And, here’s convincing evidence. 
“This dietary malt-extract regimen was 
tried clinically in 25 selected geriatric 
patients for the relief of drug-induced con- 
stipation. The ages of the patients varied 
from 54 to 86 years. All were receiving 
some form of drug therapy (hypotensive 
drugs, antispasmodics, antacids, insulin, 
bile salts, sedatives or narcotics), and all 
of them had been taking laxatives (min- 
eral oil, cathartics, bulking agents, or en- 
emas) for chronic constipation of approxi- 
mately ten years’ duration. Malt Soup 
Extract was prescribed routinely, together 
with the patient's medication. The dosage 
varied from 1 tablespoonful three times 
daily to 2 tablespoonfuls twice a day. The 
consistency of the stools became soft in all 
patients and, within one week, bowel 
evacuations were accomplished with ease, 
Most patients liked the taste of the prod- 
uct, and the majority of them reported a 
feeling of well-being.” 
says Dr. Harry L. Hootnick in the Journal 
of the American Geriatrics Society, Vol. 
IV, No. 10, Oct. 1956. 
Borcherdt’s Malt Soup Extract Powder 
(Maltsupex) mixes instantly with 
milk, coffee, juices or water. It is mild 
in flavor and because it’s a food supple- 
ment and not a drug it can be given 
with complete safety over a long per- 
iod of time. (Diabetics should allow 
for the carbohydrate content.) There 
are no side effects. 

Available in both powder and liquid 
form in 8 oz. and 16 oz. bottles. 


We will be glad to send you 
clinical samples of powder and (or) liquid. 


Borcherdt Company 


217 No. Wolcott Ave., Chicago 12, Illinois 
In Canada: Chemo-Drug Co., Ltd., Toronto, Ont. 


I Borcherdt Company G | 
| 217 N. Wolcott Ave., Chicago 12. Ill 
| Gentlemen: Please send samples and literature on 

| your Malt Soup Extract (MALTSUPEX) | 
Powder Liquid 


| 
M.D. 
| 


City Zone. State. | 


TONICS AND SEDATIVES 
eee 
In this space will be published anec- 
dotes submitted by physicians concern 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


My Favorite Story 


Damon Runyon used to tell this story of 
how he got his first newspaper job. It 
happened in Denver. He sat in the outer 
office patiently waiting while an office boy 
carried in his request to be seen to the 
busy editor. 

In about 10 minutes the boy came back 
and said, “He wants you to send in a 
card,” 

Runyon had no card, but being re- 
sourceful he reached into his pocket and 
pulled out a deck of cards. From the deck 
he carefully extracted an ace and said, 
“Give him this.” 

He got in and he got the job. 


This happened in New York during the 
frantic 1920’s. A proposal was put before 
the board of estimates to purchase six 
Venetian gondolas for the lake in Central 
Park. 

A member of the board who was econ- 
omy minded stood up and spoke to his 
colleagues. “I approve of enhancing the 
beauty of our park with these Venetian 
gondolas,” he said, “but I think six is an 
excessive expense. Why don’t we buy two 
—a male and a female—and let nature take 
its course?” 

A gentleman we know has always been 
very shy and reserved with girls. However, 
one day when I was driving with him, the 
car went around a sharp curve and I slid 
all the way over to his side of the car. 

I commented to him, “These certainly 
are slippery slip covers.” 

He answered smilingly, 
for the girls.” 


“I wax them 


& 
Did You Know That 


In Kansas a mail sack bulging with let- 
ters fell under the wheels of a train and 
was cut to shreds. The scraps were col- 
lected and the whole mess brought to the 
post office to be pieced together. 

The post office was more than equal to 
the job. In fact one man received a letter 
he had read, torn up, and thrown away 
while waiting for the train that morning. 


(Continued on page 200) 
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OUR 63RD YEAR 


185 Ill. 
of, the counhsling tr 


with. Listinction over half. a cantwry. 
ADMINISTRATION: (k) Med Dir; bd, JCAH, genl, 


vol hsp; also serv as Med Dir,’ “‘soft goods” mfg co 
(2,000 people) which owns hsp; excl oppor, adm 
w/clinical wk; fee basis w/guar, 

PRACTICE : (k) One experd genl surg; join 
excl cl grp; $1100-1400 mo, increases every 6 mos, % 
(1) Asst to GP, priv pract, gent & 
ind $19,200 & ‘> house-call fees; SE. 

INDUSTRIAL "MEDICINE: (x) Pref trnd in Int Med: 
on staff; 2 units, eeey indus; to $16, 


hi- rgh. 
INTERNAL MEDICINE: (v) Hd ‘det it; 12 man grp; 150 
bd hs 15,000; le Dept of 


ed; 

OALR: (0) Cen: assn 12 man a: own 60 bd hsp; 
$20,000; S$ Oto: Chief; newly created dept: 
Yi 1! Diplomates, est '39; coll twn 75,000, MW. 

OB-GYN: (c) Assn w/surg, internist & Ob-ped; indept 

pract; will guarantee $18,000 plus; So. 

ORTHOPEDIC S$: (1) Join 20 man vp. Dipls or Bd Elig, 
$15,000; nd yr: 

PATHOLOGY: (s) Chief, very Ioe, vol, gen! hsp; about 

000; may also choose assoc 

PEDIATRICS: ty) Assn, Bd 10 yrs; $16,000, 
Ist yr; prtnr; vie Detr 

RADIO Diol; fee. hsp; tehg prog; 
shid net $25,000 | ; SE. 

HEA LTH: Internist; dir dept, hith 

hys); univ, 12,000 studs; some Med prac 13- 
0; rank, full-prof; warm climate. (0) Stat’ 
Stud ith exel eastern univ, 4, 


SURGERY: io dest: man orp; $14-15,000, 
24,01 3rd aska. 

TUBERCULOSIS MEDICIN E: id “Med Dir; 95-bd, tbe 
san ne gen! hsp; $10,000 plus furn’d res, full family 
maintenance; Great Lakes area. 

PLEASE SEND FOR AN ANALYSIS FORM SO WE 

MAY PREPARE AN INDIVIDUAL SURVEY FOR YOU 

We offer you our best endeavors—our integrity—our 63 

year record of effective placement achievement 
STRICTLY CONFIDENTIAL 


WANTED — EENT DOCTOR IN THE BEAUTIFUL 
Black Hills of South Dakota; where fishing, boating, 
hunting and skiing are a paradise; no competition; 
large practice; even from neighboring states enjoyed by 
Dr. Zarbaugh who passed away suddenly on February 
27, 1959; reputation of above practice beyond reproach; 
office equipment, ete., held intact. Contact: Mrs. G. F. 
Zarbaugh, Deadwood, South Dakota or 1950 Sumner, 
Lincoln 2, Nebraska. 


OPHTHALMOLOGIST—BOARD CERTIFIED; BERGEN 
County, New Jersey; a fast growing reside ntial commu- 
nity of 600,000; 15 minutes from New York City with 
its advantages for research, clinical work and medical 
meetings; suburban living; good schools; golf, hunting, 
fishing, surf bathing; salary, commissions or partner- 
ship; income depends on work done—$12,000 minimum. 
Send pertinent data to: Box 9369 C, % AMA. 


WANTED — OBSTETRICIAN AND GYNECOLOGIST; 
Board Certified or qualified to become member of four 
man obstetrical-gynecological department; varied and 
balanced obstetrical and gynecolugical practice; active 
teaching program; beautiful rural setting ; salary, paid 
ey ation, and exc ellent insurance program. Write: Dr. 

E. Nicodemus, Geisinger Memorial Hospital “4 

Tas Clinic, Danville, Pennsylvania. 


WANTED — DIRECTOR OF th 
ices, Kansas City General Hospital, 500 be 83 
interns and residents; salary range $1,780 to 32, 126 per 
month; applicant must be Diplomate of American 
Board of Internal Medicine and have had experience in 
administering intern-resident program; teaching ability 
necessary. Contact: Administrator, Kansas City General 
Hosrital, Kansas City, Missouri. c 


TROLOGIST — ACTIVE SURGICAL SERVICE COM- 
pletely equipped modern 226 bed general hospital within 
50 miles heart of Minnesota resort area; excellent re- 
tirement plan, life insurance, leave benefits; salary 
from $9,800 to $13,000 de pending on qualifications, with 
regular increases to $15,000. Apply: Personnel Offi- 
cer, Veterans Administration Center, Fargo, North 
Dakota. Cc 


WANTED—BOARD CERTIFIED ORTHOPEDIC SUR- 
geon; for full time hospital practice in professional care 
program of the Miners Memorial Hospitals; starting 
compensation $20,000; progressive pay scale. For details, 
address: The Clinical Director, Miners Memorial Hos- 
Association, 1427 Eye Street, N. W., 
‘on 


INTERNIST OR GENERALIST WANTED FOR FULLY 
equipped, 1l-story office of 1,000 square feet with files 
immediately available; air-conditioned; rear parking; 
outlying section; will introduce; have accepted perma- 
nent assignment Presbyterian Hospital in Iran. Robert 
M. Eaton, MD, 12 E. Burton Street, Grand vonage’ 
Michigan. 


NTED — BOARD CERTIFIED INTERNIST; FOR 
whut time hospital practice in professional care program 
of the Miners Memorial Hospitals; experience in the 
field of hematology required; starting compensation 

18,000; progressive pay scale. For details address: The 
linical Director, Miners Memorial Hospital Association, 
1427 Eye Street, N. W., Washington 5, D. C. c 


WANTED—PEDIATRICIAN; BOARD CERTIFIED OR 
qualified to become third member of current two man 
pediatric department; varied and balanced pediatric 
practice; active teaching program; beautiful rural set- 
ting; salary, paid vacation, and excellent insurance 
program. Write: Dr. 8. S. Morrison, Geisinger Memo- 
rial Hospital and Foss Clinic, Danville, Pennsylvania. C 


(Continued on page 200) 
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tablets - alka capsules 


BUTAZOLIDIN tablets or the Alka cap- 
sules are equally effective but indi- 
vidually adaptable in a wide range of 
arthritic disorders. 

Recent clinical reports continue to 
justify the selection of Butazolidin 
for rapid relief of pain, increased 
mobility, and early resolution of 
inflammation. 

Gouty Arthritis: “...95 per cent of pa- 
tients experienced a satisfactory re- 
sponse...”? 

Rheumatoid Arthritis: In “A total of 
215 cases...over half, 50.7 per cent 
showed at least major improvement, 


potent - nonhormonal - anti-inflammatory agent 


with 21.8 per cent showing minor im- 
provement....”2. Osteoarthritis: 301 
cases showed “...a total of 44.5 per 
cent with complete remission or ma- 
jor improvement. Of the remainder, 
28.2 per cent showed minor improve- 
ment....”2. Spondylitis: All patients 
“...experienced initial major improve- 
ment that was maintained throughout 
the period of medication.”* Painful 
Shoulder Syndrome: Response of 70 
Patients with various forms showed 
“...8.6 per cent complete remissions, 
47.1 per cent major improvement, 20.0 
per cent minor improvement....”? 


References: 1. Graham, W.: Canad. 
M. A. J. 79:634 (Oct. 15) 1958. 
2. Robins, H. M.; Lockie, L. M.; Nor- 
cross, B.; Latona, S., and Riordan, 
D. J.: Am. Pract. Digest Treat. 
8:1758, 1957. 3. Kuzell, W. C.; Schaf- 
farzick, R. W.; Naugler, W. E., and 
Champlin, B. M.: New England J. 
Med. 256:388, 1957. 

Availability BUTAZOLIDIN® (pheny!- 
butazone aeicy): Red coated tablets 
of 100 mg. BUTAZOLIDIN® Alka: 
Capsules containing BUTAZOLIDIN® 
(phenylbutazone ceiay), 100 mg.; 
dried aluminum hydroxide gel, 
100 mg.; magnesium trisilicate 
150 mg.; homatropine methylbro- 
mide, 1.25 mg. 


a | 
(phenylbutazone Geicy) 
2 
alg 
i 
i 
02059 


Di CHL ORIDE 


METHYL GENZETHONIUM CHLORIDE 0.1% 


OINTMENT 


TI-BACTERIA 
ATER-MISCIBL 


} 


\ 


AA 


HOMEMAKERS PRODUCTS DIV. OF GEO, A. BREON & CO. 
1450 BROADWAY, N., Y. 18, N. Y. 


force base it 


TONICS AND SEDATIVES (Continued) 


A Western sheriff confiscated a group 
of slot machines on the basis of a law 
banning the use of steel traps for catching 
dumb animals. 

At a home showing in Kansas City the 
Federal Housing Administration and the 
Department of Commerce distributed the 
same pamphlet at different booths. The 
FHA, which gave them away, had few 
takers. The Department of Commerce sold 
them at 15¢ each and could hardly keep 
up with the demand. 


Only an American 


From time to time certain events come 
to pass in these United States that make 
one chuckle while wondering at the same 
time. Not being able to keep abreast of 
papers throughout the world, it seems to 
us that these happenings can and do only 
appear here: 


Excerpt from a letter written by a young 
man receiving his basic train'ng at an air 
Toxas: “We were supposed 
to have survival training today, but it was 
postponed because of rain.” 


In Connecticut a house owner got two 
notices from the city. Notice number one 
stated that the tax assessment on her tene- 
ment house was raised 20%. Notice num- 
ber two stated that the building was de- 
clared unfit for occupancy. 


During the attack on Pearl Harbor sev- 
eral soldiers refused to open up ammuni- 
tion supplies without receipt of a properly 
written order. A reporter talking to one of 
these men recently found that he still 
thought he was right in acting as he had. 

The reporter asked, “Under what con- 
ditions would you feel justified in open- 
ing up the ammunition supplies without 
an order?” 

“Only,” was the prompt answer, 
case of an emergency.” 

During the football season, while watch- 
ing a game on television, it is now possible 
to know the score of every major game in 
the country except the one to which you 
are watching. 


in 


Quotes of the Week 


Parsafal is the kind of opera that starts 
at 6 p. m., and after it has been going 
three hours, you look at your watch and 
it says 6:20. 

(Continued on page 204) 


J.A.M.A., June 27, 1959 
(Continued from page 198) 


WANTED—A SURGEON WITH A MINIMUM OF TWO 
years’ accredited residency, who is desirous of doing 
General practice and surgery in suburb of Atlanta; sal- 
ary commensurate with training and ability with mini- 


mum of $1,000 month. For details, write: Medical 
Placement. 15 Peachtree Place, N. W., Atlanta 
eorgia. 


WANTED—ORTHOPAEDIST; BOARD CERTIFIED OR 
— to become member of four man orthopaedic 
department; varied and lanced orthopaedic practice ; 
active teaching program; beautiful rural setting; salary, 

id vageten. and excellent insurance program. Write: 
yr, L. Bush, Geisinger Memorial Hospital and Foss 
Clinic, Danville, Pennsylvania. c 


WANTED — BOARD CERTIFIED PHYSIATRISTS; 
for full time hospital practice in professional care 
the Memorial Hospitals; starting 
i Be ‘ogressive pay scale. For details 
The Clinical over. Miners Memorial Hos- 
Association, 1427 Eye N. W., 


WANTED—PSYCHIATRIST; BOARD CERTIFIED TO 
establish department of psychiatry; varied and balanced 
psychiatric practice; active teaching program; beautiful 
rural setting; salary, paid vacation, and excellent insur- 
ance program. Write L. bush, Geisinger Me- 
m Hospital and Foss Clinic, Danville, 
van 


LEADING FIRM NEEDS TWO 

on minded; primary interest 

medical aspects of propristaries ; and one interested in 
clinical investigation of ethicals, to $16, e' 

Medical Exchange, 489 Fifth Avenue, New York City, 

Patricia Edgerly, Director. c 


WANTED—CERTIFIED PATHOLOGIST TO DIRECT 
pathology department in a 200 bed hospital with new 
wing under construction, to increase capacity to 300 
beds; hospital fully accredited and approved for train- 
ing of cunier internes; salary commensurate with experi- 
ence. App Sister M. Petricia, Administrator, St. 
Joseph's Hospital, Arthur, Ontario. Cc 


WANTED—A SURGEON WITH A MINIMUM OF TWO 
years’ accredited residency, who is desirous of doing 
general practice and surgery in suburb of Atianta; ale 
ary commensurate with wanes and ability with mini- 
mum of $100 month. For a $s, write: Medical Place- 
ment, 15 Peachtree Place, N. W., Atlanta 9, Georgia. C 


SOUTHERN CALIFORNIA DESERT AGRICULTURAL 
county hospital of 75 general beds has immediate need 
for full time physician; salary $1,000 per month plus 
refrigerated house on grounds ; staff consists 2 full time 
physicians supplemented by attending staff including 
many Board Diplomates. Contact: Administrator, 

Imperial County Hospital, El Centro, California. 


INTERNIST — CALIFORNIA; ASSOCIATE WITH IN- 
ternist short distance from San Francisco; large prac- 
tice; a lucrative and permanent association; full part- 

nership in short time. Continental-Pacific Coast Medical 

Bureau, Agency, Suite 1404, 703 Market, San Francisco 

3, or Suite 323,'510 W. 6th Street, Los Angeles 14. C 


WANTED—ORTHOPEDIST; CERTIFIED OR QUALI- 
fied; busy 354 bed GM&S Veterans Administration 
Hospital, Lake City, Florida; salary range $9,890 to 
$12,770 plus 15 per cent for Certification; Florida li- 
cense now required; U. 8. citizenship required. Write: 
Manager, above address. c 


INTERNIST—OREGON; SMALL GROUP ON COAST 


et, 
Suite 323, 510 W. 6th Street, Los Angeles 14. 


DIAGNOSTIC MEDICAL GROUP—NEW YORK STATE; 
60 miles from New York City; seeking general practi- 
tioner, surgeon; obstetrician-gynecologist and internist; 
the group is yo a of young men and early partner- 
ship is to be expected; specialist candidates must be 
Board Certified ~ “Eligible. Box 9380 C, % AMA. 


WANTED—BOARD CERTIFIED PATHOLOGIST—FOR 
full time hospital practice in professional care program 
of the Miners Memorial Hospitals; starting compensation 

rogressive pay scale. For details address: The 
linical Director, Miners Memorial Hospital Association, 
1427 Eye Street, N. W., Washington 5, D. C. € 


ANESTHESIOLOGIST—BOARD OR ELIGIBLE; PRI- 
vate practice; south Seattle; new hospital facilities; 
large and growing suburban community; excellent 
schools, climate and recreation. Contact: Administrator, 
Burien General Hospital, 16200 8th Avenue 8. W., 
Seattle 66, Washington. 


WANTED — BOARD CERTIFIED PSYCHIATRISTS; 
for full time hospital practice at Beckley Memorial Hos- 
West Virginia; starting compensation 
$20.00 rogressive pay scale. For details address: The 
linical’ Director, Miners Memorial Hospital Associa- 
tion, 1427 Eye Street, N. W., Washington 5, D.C. C 


(Continued on page 206) 
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Recommend Thum—At All Drug Stores 
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22 were successfully 


treated with Decadron” 
| 1. Boland, E. W., and Headley, N. E.: Paper read before the 
Am. Rheum. Assoc., San Francisco, Calif., June 21, 1958. 
i : : 2. Bunim, J. J., et al.: Paper read before the Am. Rheum. Assoc., 
San Francisco, Cal:f., June 21, 1958. 
i *Cortisone, prednisone and prednisolone. 
| DECADRON is a trademark of Merck & Co., Inc. 
j / Additional information on DECADRON is available to physicians on request. 
Er Merck Sharp & Dohm 
erc arp onme 
Bubacet.. [- DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


DEXAMETHASONE} 
j j } 
| 
treats more pa 
r 
45 arthritic patients 


ry 


An entirely 

new compound 
originated 

in Geigy research 
laboratories, 
Tofranil: 


Exercises selective action on 
the symptoms of uncomplicated 
depressions 


Is effective in 70-85% of cases, 
particularly those of endogenous 
depression 


Is frequently successful in even the 


_ most profound and chronic cases 


indications for 
Tofranil include: 


Is virtually devoid of serious 
side reactions 


Reduces the need for electro- 
convulsive therapy 


May be administered by either oral 
or intramuscular routes 


Endogenous Depression 

Reactive Depression 

Involutional Melancholia 

Senile Depression 

Depression Associated with Other 
Psychiatric Disorders 


In order to insure optimal results 
with minimal risk of side reactions 
physicians are urged to study 

the “Statement of Directions” 
before prescribing Tofranil. 


Availability: 

Tofranil® (brand of imipramine HCI): Sugar-coated, 
coral-colored tablets, 25 mg. each, in botties of 100. 
Ampuls for intr L d tion only, each 
containing 25 mg. in 2 cc. of solution (1.25 per cent) in 
cartons of 10 and 50. 


Selected Bibliography: 

1, Ayd, F. J., Jr.: Bulletin of School of Medicine, University 
of Maryiand 44:29, 1959. 2. Azima, H.: Canad. M. A. J. 
80:535, 1969. 3. Azima, H., and Viepo, R. H.: Am. J. 
Peychiat. 11 5:245, 1966. 4. Kuhn, R.: Am. J. Psychiat. 
115:459, 1958. 5. Lehmann, H. E.; Cahn, C. H., and 

de Verteuil, R. L.: Canad. Psychiat. A. J. 3:155, 1958. 

6. Mann, A. M., and MacPherson, A. S.: Canad. Psychiat. 
A. J. 4:38, 1969. 7. Sloane, R. B.; Habib, A. and 

Batt, U. E.: Canad. M. A. J. 80:540, 1959. 8. Straker, M.: 
Canad. M. A. J. 80:546, 1959. 
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Tofranil’ in the Treatment 


brand of imipramine HCI 


potent and OF DOPressions 


Geigy Ardsley, New York 
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including: 


Albumin 
Amino Acids 
Amylase 
Bilirubin 
Blood Volume 
Bromide 
Bromsulphalein 
Calcium 
Carbon Dioxide 
Chloride 
Cholesterol 
Creatinine 
Creatine 
Cyanmethemoglobin 
Ethy! Alcohol 
Fibrinogen 
Galactose 
Gamme Globulin 
Glucose 
Hemoglobin 
Hydrogen lon 
lcteric Index 
Iron 
Lactic Acid 
lead 


Clinical 
Photoelectric 
Colorimeter 


Write for descriptive Bul- 
letin #£406, also for Free 
copy of 12-page Introduc- 
tion to Clinical Photo- 
electric Colorimetry. 


180-page Reference Book 
available separately, 
Price $8.00. 


Lipids 
Magnesiu: 
N. P.N. 
Phenols 
P. S. P. 
Phosphatase 
Phosphorus 
Potassium 
Protein 


Thymol Turb. 
Transominase 
Ureo Nitrogen 
Uric Acid 
Urobilinogen 
Vitamin A 
Vitamin C 
Zinc Sulphate 


17-Ketosteroids 
CORPORATION 

95 Modison Avenue * New NY 


Sulfa Comp. 
Thiocyanate 


Don’t miss it . . . the leading 
medical meeting of the year 
A.M.A. Clinical Meeting in Dallas, 
December 1-4, 1959 


$14.75 

12 for $27.50 Kimonas 4 

REQUIRE NO IRONING. . 

yet can “‘take’’ public laun- 

dering. 48’ long; open full 

length. And they’re O.K. for 

X-ray. 

COUPON WILL SAVE YOUR TIME 


TECKLA GARMENT CO. 
P. O. Box 863, Worcester 1, Mass. 


Gentiemen: Please send the quantities of 
TECKLA KRINKLE KIMONAS indicated 


below. Send C.0.D._or Postpaid__ 


COLOR BUST {| QUANTITY 
of TIES! measure} wanted 


BLUE 42" 
WHITE | 52” 
PINK 60” 


SIZE 


1, SMALL 
2: MED. 

3: LARGE 
NAME 


TECKLAS now “‘on duty” in al! 50 STATES 


pays postage on CASH 


TONICS AND SEDATIVES (Continued) 


Where are the days when men used to 
admire the entire woman? If current 
trends continue, we may have to breed 
women as they breed chickers—either all 
bosom or all leg. 


Once you could fix a broken chair with 
a length. of wire. Today the chair is a 
length of wire. 
As far as I can see the book has only 
one defect—poor choice of subject matter. 


Asked the opinion of a movie which had 
received a tremendous build-up, a critic 
answered, “Frankly I was underwhelmed.” 


In the office of the city’s motor vehicle 
department a woman was wandering 
around holding her operator’s license in 
her hand. An inspector trying to be help- 
ful told her, “Stand in that line.” 

“I can't,” she said pointing to a sign 
which said “Single Line Only.” “I’m mar- 
ried.” 

A prim middle-aged woman was an- 
noyed by an amorous couple in front of 
her at the movies. Finally she tapped the 
youth on the shoulder and said, “Must 
you behave like this in public? Have you 
no place of your own you can go to?” 
The young man said eagerly, “Oh, 
madam, if only you could persuade her.” 


The following conversation was over- 
heard on a bus. “You look tired this morn- 
ing. What’s the matter?” 

“I’ve been buying things on the lay- 
awake plan,” came the answer. 

“Don’t you méan lay-away plan?” 

“No, I mean what I said. You buy things 
you can’t afford and then you lay awake 
worrying how you're going to pay for 
them.” 


DOCUMENTED 
CASES* 


SSR A 


VIRAC® REX 
WELL-TOLERATED 


BROAD SPECTRUM MICROBIOCIDE 
Brand of Undecoylium Chloride-iodine 
NON-SENSITIZING NON-STAINING 


Virac Rex is an iodine complex with 
the powerful penetrating action of a 
quaternary. It has proven highly ef- 
fective in a wide range of infectious 
conditions. 
References 

* Krippaehne, et al, Clinical Trial of a New Cationic 


lodophore as a Topical Germicide, Western Jr. 
Surg. - Gy., Vol. #67, March-April 1959, Pages 
114-117. 


Frisch, et al, Skin Degerming Agents With Special 
Reference To A New Cationic lodophore, S.G. 0., 
Vol. #107, #4, Oct. 1958, Pages 442-446. 


Harris, et al, The Adaptation of Virac, A New lodo- 
phore, To Clinical Use, A.M.A. Arch. of Oph., Vol. 
60, Aug. 1958, Pages 206-214. 


Lawrence, The Effects Of Disinfectants On Antti- 
biotic Ri it And Antibiotic Sensitive Strains Of 
Micrococcus Pyogenes, Var. Aureus, S.G.0O., Vol. 
#107, #6, Dec. 1958, Pages 679-684. 

Available through physicians’ supply houses 


RUSON LABORATORIES, Inc. 


PORTLAND 2, OREGON 


PLEASE DO NOT ASK for the 
names of classified advertisers in 
the JOURNAL who use box num- 
bers. It is our agreement with these 
advertisers that the information will 
not be released. Address your re- 
plies or inquiries to the box number 
given, c/o A.M.A., and they will be 
forwarded promptly. 


“That's just the gist of my troubles—now I'll give you the details!” 
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A new menu book 


for your patients with 


PURE 


azola 


4 
2 


serum cholesterol problems 


saves your time because it 
answers patients’ questions... 
helps them follow your 

diet instructions. 


We have just published “Cooking For Health 
With Mazola Corn Oil,” to help you with patients 
who need to increase the proportion of unsatu- 
rated fats in their diets. 


It contains answers to literally dozens of ques- 
tions your patients will ask on the subject of 
cholesterol and diet. 


It will be a helpful guide in planning meals 
which provide desirable proportions of linoleate- 
rich unsaturated fats. 


It contains many tempting recipes which are 
low in saturated fat. 


It includes readily understood tables with data 
on the amount and type of fat in most popular 
foods—in terms of calories, not grams. 


For your copy of “Cooking For Health With 
Mazola Corn Oil” and a supply of postage-free 
cards by which your patients may order their 
copies, simply mail us the coupon below. 


NEW CONCEPTS OF THE VALUE 
OF CORN OIL TO HEALTH 


Clinical studies with controlled diets have demonstrated 
that corn oil can be effective in lowering serum choles- 
terol levels. Investigators have variously ascribed this 
action of corn oil to total unsaturation, linoleic acid, sitos- 
terols and other active components not as yet identified. 


For convenience, we propose to refer to this combina- 
tion as the “L-plus” factor. Of all leading U.S. Brands, 
only Mazola is pure Corn Oil. 


CORN PRODUCTS COMPANY, Dept. A 
120 Brighton Road 
Clifton, N. J. 


Please send me a copy of “Cooking For Health With Mazola Corn 
Oil” plus a supply of order cards for my patients. 
Name 
Address 


City Zone State 

Technical Pamphlet “Facts About Mazola Corn Oil” also avail- 
able. Provides technical information on chemical and physical 
properties. Check here (] if you wish a copy of this pamphlet. 
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5 DIAGNOSTIC ANSWERS 
WHILE YOUR PATIENT IS IN THE OFFICE 


CLINILAB" 


Compact Clinical Laboratory Aid 


You, or your assistant, can now perform essential urine and other laboratory 
studies routinely on every patient—inexpensively and with ease. 

CLINILAB converts ten inches of your shelf or worktable space into a diag- 
nostic clinical laboratory...miniature in size but king-size in performance. 

In a single handsome plastic unit, CLINILAB combines five of the most frequently 
used Ames Diagnostics. The complete battery of tests requires only drops of 
urine and takes only minutes to perform —you get five or more diagnostic results 


while your patient is in the office. 


CONVENIENT ...completely self-contained—work area provided for each 


test, no facilities or other equipment needed. 


ATTRACTIVE .. .displayed, CLIntLaB is an asset to any examining room 


(or easily stored). 


MINIMAL URINE ...excellent for pediatric or other scanty specimens. 
VERSATILE ...an extra CLINILAB for house calls can aid diagnosis and save 


time later. 


STANDARDIZED TESTING, COLORIMETRIC RESULTS...sim- 
ple, rapid techniques, easy readings and reliable diagnostic answers every time. 


No. 2002 CLINILAB contains: 
CLINITEST® (botile of 36 tablets for 


quantitative urine-sugar) 


ACETEST® (bottle of 100 tablets for keto- 
ria and ketonemia) 


additional Ames Diagnostics fo- your specialized use. 


ICTOTEST® (bottle of 90 tablets for bili- 
rubinuria) 


URISTIX® (bottle of 125 strips for pro- 
teinuria and glycosuria) 


HEMATEST® (bottle of 60 tablets for 
occult blood in feces, urine and body fluids) 


Plus color charts, descriptive literature, test report forms. Sa aa 


AMES 


COMPANY, INC 
Elkhart « indione 
Toronto Canada 


DU 


WANTED 


(Continued from page 200) 


pre 


medicine background, $12,000 
fth Avenue, oo, York 


LARGE 
“preferably 


York Medical Exchange, 489 Fifth 
City, Patricia Edgerly, Director. 


IDEAL LOCATION AVAILABLE FOR 
practitioner, general surgeon, obstetrician, 
in heavily populated and industrialized area of Houvton, 
Texas; space available in beautiful new clinic associ- 
ated with 95 bed hospital now being completed, Box 
9378 C, % AMA. 


WANTED—BOARD CERTIFIED RADIOLOGIST; FOR 
full time hospital practice in professional care program 
of the Miners Memorial Hospitals; starting compensation 
Giinteat Director. pay scale. For details, address: The 

linical Director, Miners Memorial “re 4 Association 
1427 Eye Street, N. W., Washington 5, D. C. ¢ 


TO TRAGIC DEATH OF OPHTHAL- 
Georgia, his office, equipment, 
for sale; income in excess of $35,000; 
Board Eligible preferred. Write to: Mrs. 
Walker K. hnson, Fairway Drive, Columbus, 
Georgia. Cc 


GENERAL 
or internist, 


AN ASSOCIATE FOR A PRIVATELY 
owned clinic; good starting salary. If interested, con- 
tact: Munal Clinic, Kingsport, Tennessee, at once. C 


GENERAL PRACTITIONER — UNDER 35; RAPIDLY 
growing area; fully equipped office, salary first year; 
opportunity to become member of five member associa- 
tion after one year. Contact: Harold Peterson, MD, 
College Center Medical Group, 5950 El Cajon Boule- 
vard, San Diego 15, California. c 


ASSOCIATE PATHOLOGIST—ALSO INTERESTED IN 
research and — on service approved for residency 
training; p inter- 
ests in neoplasidc, h and 
heredi iseases; thirty minutes ‘from io Angeles; 
salary $15,000 to $18,000. Box 8261 C, % AMA. 


WANTED—GENERAL PRACTITIONER; NEW YORK 
Suburban area; 5,000 people; near industrial area; ade- 
quate hospitals near, modern schools, community club 
assistance available. Contact: Mrs. John Zylich, Tioga 
Center, New York. Cc 


WANTED—PHYSICIAN; HAVE NEW OFFICE AND 
seven room apartment over office; some equipment in 
office; hospital nearby; no other doctor in town. Call 
or write: Raymond F, Ruemmler, Enfield, Illinois, 
Phone number c 


WANTED — EXCELLENT OPPORTUNITY FOR OPH- 
thalmologist in San Joaquin Valley area; must have 
California license; beginning guaranteed salary of 
$1,000 per month; with excellent opportunity for ad- 
vancement. Box 9384 C, % AMA. 


J.A.M.A., June 27, 1959 


SHAY MEDICAL AGENCY 


55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


$12,000" st too from Chicago Milwaukee ; 
fart, retirement plan, in- 

ost-graduate time, etc. 

Assit. “MED CAL (a) Primar 
cal aspects of Proprietary industry 
rather than in clinical practice of medicine; must 
have pleasant extrovertive personality = a general 
liking for people, ability to work in up and no 

objections to travel; to $15,000, libera "benefits (b) 
Home office, Insurance company, East, 6-man depart- 
= no = practice, regular hours, $10,000 

CHIEF PROFESSIONAL SERVICES: New chronic dis- 
ease hospital, New England, Salary open 

CONSULTANT in Consulting Bureau 
ments, Eastern medical 
gompany, desire physician with definite and curious 
interest in medical literature, 5-day week 

DIRECT OR Medical Education & Research, new program 
for doctor with good background in research, metro- 
politan area MW, to $20,000 

ENT: Qualified in endoscopy, to $15,000, opportunity to 
join Group as full partner from start without invest- 


ment, M 

GENERAL PRACTICE: (a) Full-time association with 
two physicians specializing in industrial medicine; 
MW; $13,500, future percentage, own practice per- 
mitted and encouraged (b) will to concentrate on 
obstetrics and pediatrics, to $18,000 with advancement 
and unlimited future, fast growing city in interior 
eee my 4-man group established 30 years, good 
os 

INDUSTRIAL: (a) Physician for new and enlarged 
medical department of expanding company special- 
izing in solid propellant rocket motors, ground floor 
opportunity, excellent opportunities for future, Rocky 
Mountain area (b) Company engaged in manufacture 
of missiles and missile component, New England, de- 
velop comprehensive medical program including coun- 
oe nae implementation of program for employee 


catio 
INTERNIST: Clinician to work in medical headquarters 
eastern oil company, full-time, no week-ends, 
0 $14,500, excellent benefits 
MEDICAL’ DIRECTOR: For 70-bed hospital and well 
known company employing over 2000; applicant must 
pv well developed sense of public relati ons, fee-for- 
service basis with minimum guarantee 
PEDIATRICIAN: $15,000 start, group now occupying 
bs oe. 000 clinic, excellent hospital facilities, MW, won- 
ul and country 
PHARMACEU AL: Small MW company with unusual 
research and “lacitities: special knowledge of 


wiltingn 


whic fringe bene 
AN: with poo in blood bank work, oppor- 
can become Associate 
to Medical Director of large IIlinois 
netics. 000 
PSYCHIATR acific Northwest, large 
cellent hospital salary ($1 


clinic, 2 ex- 
month) first 


Section for Diaguosis, academic 
osition ae clinical work, teaching, research, 


8,000, uthwest 
Partnership with Internist, progressive small 
MW, salary & percentage—can be $15,000 first 


pe 
year. fully hospital in town 


Upon request one of our applications will be mailed to 
you. Write us today—a post card will do. 


TWO YOUNG INTERNISTS — ONE WITH SUBSPE- 
cialty of gastroenterology, one with subspecialty of 
hematology, associate with two established internists, 
New Mexico; salary leading to partnership. Write full 
details: Box 9386 C, % AMA. 


OTOLARYNGOLOGIST — CERTIFIED; 
trained; to head division in group of Certified members 
only; starting salary open; yearly increments; bonus, 
life insurance program; Detroit, “forward 
curriculum vitae to: Box 9376 ©, % A 


PATHOLOGIST—CERTIFIED OR BOARD ELIGIBLE 
as Director of modern laboratory; 225 bed general hos- 
pital located on Lake Champlain, near Montreal ; 62,000 

annual tests. Apply: Superintendent, Physicians Hos- 

pital, Plattsburgh, New York. Cc 


WANTED TO ASSOCIATE 
with Diplomate in beautiful western college city of 
3eto0" in mountain count fishing, hunting, skiing, 
city; new hospital an ‘modern x-ray 
. Brown, MD, Box 537, Provo, Utah. 


GENERAL PRACTITIONER—LICENSED IN MICHI- 
gan, or can reciprocate, or internist, for small hospital 
and clinic; full time; excellent opportunity and future. 
Lister General Hospital, 10040 Yellowstone Avenue, 
Detroit 4, Michigan. Cc 


WANTED—AMERICAN BOARD SPECIALISTS; PHY- 
sicians interested in group or private practice; teachin 
research, public health or industrial medicine; Nationa 
one international services. Our 62nd Year. Woodwar 

Medical Bureau, 185 N. Wabash Avenue, Chicago. c 


WANTED—ASSOCIATE RADIOLOGIST; UNIVERSITY 
trained; Certified or Board Eligible for full time hos- 
get practice ; east coast; financial arrangement depends 

full particulars in first letter. Box 
9390 C 


PATHOLOGIST — CALIFORNIA LICENSED AND 
available shortly wanted in California city; excellent 
potential. Continental-Pacific Coast Medical ureae 
Agency, Suite 323, 510 W. 6th Street, Los Angeles | ro 


INTERNIST — BOARD CERTIFIED OR ELIGIBLE; 
large corporation; New York license; prefer younger 
doctor. Medical Personnel Agency, 7 East 42nd Street, 
New York 17, New York. Cc 


(Continued on page 217) 
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the advantages of oil suspension 

rapid even coverage on eye, lids, fornices... 
resists dilution by lacrimation. .. maintains 
effective antibiotic concentrations 


the effectiveness of ACHROMYCIN 

“rapid suppression of common cocci and ba- 
cilli and of susceptible viruses—whether the 
primary infection or a complication of irrita 
tion, trauma, or inflammatory disease... fast 
resolution of swelling, erythema, and lesions 
... excellently tolerated 


in the unique dropper-bottle 

precise measurement of dose... clean... 
minimizes contamination... 4 cc. plastic 
squeeze dropper-bottle; 10 mg. (1%) ACHRO- 
MYCIN Tetracycline HCI per cc. sesame oil 
suspension 


OPHTHALMIC OIL SUSPENSION 1% 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 
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not an antibiotic 


not a sulfonamide 


not a nitrofuran 


Tri b uron ‘Uneimal 


oreaM 


WIDE-SPECTRUM MICROBICIDE - ANTITRICHOMONAL + ANTIBACTERIAL + ANTIMONILIAL 


provides potent, wide-spectrum microbicidal action in vaginal infections, 


including trichomoniasis, moniliasis ana nonspecifIC VAQINILS 


RAPID, EFFECTIVE CONTROL Within 2-3 weeks, 
Triburon Vaginal Cream cured or markedly im- 
proved 86 per cent of 250 patients with various types 
of vaginal infections an additional percentage 
responded after somewhat longer treatment. 


BROAD-SPECTRUM POTENCY Pathogens included 
Trichomonas vaginalis, Candida albicans and 
Hemophilus vaginalis, as well as certain other gram- 
negative and gram-positive organisms ;!:? most had 
resisted previous antimicrobial therapy.’ 


PROVEN TOLERATION Closed-patch skin tests proved 
triclobisonium chloride, the active ingredient of 
Triburon Vaginal Cream, “. . . to be nonirritating 
... Not sensitizing. .. .”2 When it was instilled into 
the vagina of the animal, no signs of irritation or 
toxicity appeared. 


Nonstaining, odorless Triburon Vaginal Cream is 
also suited for use during pregnancy, menstruation, 


for senile vaginitis with conjunctive therapy, for 
Preoperative, postoperative and postpartum use, 
after cauterization, conization and irradiation. 


Composition: Triburon Vaginal Cream contains 0.1% 
of Triburon in a white, hydrophilic cream base. 


Dosage: One applicatorful of Triouron Vaginal Cream 
introduced into the vagina every night for two weeks. In 
stubborn cases, this course of therapy may be repeated. 


Caution: Triburon Vaginal Cream is virtually nonsensi- 
tizing and nonirritating, but if evidence of sensitization 
should occur, use of the cream should be discontinued. 


Supplied: 3-ounce tubes with 18 disposable applicators. 


References: 1. J. J. McDonough and N. Mulla, to be published. 
2. Reports on file, Roche Laboratories. 3. R. C. V. Robinson and 
L. E. Harmon, Antibiotics Annual 1958-1959, New York, Medi- 
cal Encyclopedia, Inc., 1959, p. 113. 


TRIBURON® CHLORIDE — brand of triclobisonium chloride ROCHE® 
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brand of meclizine hydrochloride 


fenestration-pro- 


nthiuis+ Motion 


25mg. Boxes of 8, botles of 100 an 
BONAMINE Chewing Tablets, 
-antly mint flavored, acka 
BONAMINE Elixir, ch 


4:9, No. 3,4954 
America, March, 1 


BONAMINE (nota phenothiazine deri 
lerosis' , BO xes of 6 and 10. 3 


when a walk 
down nature’s trail 
leads to poison ivy 


Aerosol 


sprays ‘‘Meti’”’ steroid benefits 
directly on skin lesions 
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itching and discomfort take flight 
with the instant cooling relief of 


METI-DERM Aerosol 


“hands off” topical skin therapy in allergic and inflammatory dermatoses 


and when infection enters the picture 
METI-DERM with Neomycin Aerosol 
Each available: 50 Gm. and 150 Gm. spray containers 


also in standard dosage forms 
METI-DERM Cream 0.5% 

METI-DERM Ointment with Neomycin 
Tubes of 10 and 25 Gm. 


Meti,® brand of corticosteroids. 
MeETI-DeERM,® brand of prednisolone topical. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


Deleting 
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enhanced utility 
for special needs 


brand of nitrofurazone 


(FORMERLY FURACIN URETHRAL SUPPOSITORIES) 9.2% Furacin and 2% diperodon + HCl, 


an efficient local anesthetic, in a water- 
dispersible base. Each hermetically 


sealed in silver foil, box of 12. 


“extremely convenient and effective”... 
“for topical treatment of infections in 
relatively inaccessible body orifices or 


wound sinuses” 


Gilliotte, B. W.: Clin. Med. 6 :223, 1959 


NOW PRESCRIBED FOR = draining wound sinuses (surgical or traumatic) 
a juvenile vulvovaginitis «= infections of the nares, external auditory 
canal, endocervix and anorectum a as well as for urethral indications 
= provide adequate antibacterial concentrations at hard-to-reach sites of 
infection am relieve local pain and discomfort s slender, tapered shape 
permits easy introduction _ 


NITROFURANS...a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 
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by E. K. H. 


The young, new psychiatrist at the mental asylum 
was approached by one of the patients. 

“Dr. Roy,” he said, “we like you much better than 
the last doctor.” 

“Well, thank you,” beamed the medic. “But why 
is that?” 

“Oh, I don’t know,” replied the patient. “You just 
seem more like one of us.” 

A movie producer, whose hobby was collecting 
rare books, became such a snob about it that his 
associates decided to cut him down a bit. 

Thus, one day, they hired an unknown actor to 
join them at lunch in the studio commissary, intro- 
ducing him as “Dr. Meltz, an old country doctor 
from the valley.” 

The producer, as expected, soon got onto the 
subject of old books. 

“Personally, I can’t stand them,” said the doctor. 
“They always smell. Fact is, I just threw out an old 
German Bible that has been around the house for 
years. Whew—was it mouldy!” 

“Old German Bible?” echoed the rare book fiend, 
pricking up his ears. “Who printed it?” 

“Oh, I don’t know,” yawned the doctor. “German 
name—Guten—something or other—” 

The producer’s face turned an apopiectic red. 
“N-n-not Gutenberg!” he cried. 

“That's it—Gutenberg.” 

“Good grief, man!” shouted the producer. “You 
threw it away! Come on—we'll hire a plane—we've 
got to find it—it’s the Gutenberg Bible! It’s invalu- 
able!” 

“Hold on, son,” said the actor calmly. “Even if it is 
the Guten—whatever it is—Bible, it ain’t worth any- 
thing now. Some character named Martin Luther 
scribbled his name all over it.” 

e 

A friend of ours was browsing in a New Rochelle 
bookstore recently when he spotted a thick volume 
high on the shelves, titled “How to Hug.” Fascin- 
ated by the prospect of reading a lengthy treatise on 
the subject, he glanced around to be sure there 
were no friends in sight, hauled the volume down 
quickly, and purchased it. 


It was only later, in the privacy of his own den, . 


that he discovered he was the owner of a volume 
from an ancient set of encyclopedias covering H’s 
from H-O-W to H-U-G. 


Little Willie’s mother greeted him on his re- 
turn home from his first day at school. 

“Well,” she asked, after a big hug and kiss, “what 
did my little mon learn in school today?” 

Willie smilec proudly. “How to whisper without 
moving my lips,” he said. 

The judge glanced down at the burglar he had 
just found guilty. 

“Have you anything to say,” he demanded, “be- 
fore I sentence you?” 

“Only that I am not guilty,” came the indignant 
reply, “and I object to being identified by a queasy 
coward whose head was under the covers the whole 
time I was in the room!” 

“Isn't there some way I can get the divorce,” 
snapped the woman to her lawyer, “without making 
him happy?” 


“But I thought you'd be glad. Now my 
teeth don’t have to be straightened.” 
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and there's a 


SUD Is 


for your patients, too! 


“I’m so glad you ordered the ‘Dexamyl’, Doctor — 
this is the first time he’s even wanted to get out of bed!” 


D EXAMYL Spansulet capsules - Tablets - Elixir 


*Dexamyl’ brightens mood, encourages early ambulation in your postoperative patients. 


WG) SMITH KLINE & FRENCH LABORATORIES, PHILADELPHIA 


*T.M. Reg. U.S. Pat. Off. for dextro amphetamine sulfate, S.K.F., plus amobarbital 
+ T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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Patients often perk up when refreshments come round. 
That’s a good time for Pepsi, the light refreshment. 


PEPSI-COLA COMPANY, 3 WEST 57 STREET, NEW YORK 19, N. Y. 
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No. 9 
(Continued from page 206) 


The 
Medical 
Bureau 


900 North Michigan Avenue 


ANESTH (B74) Dir dept 350-bed hos 
asing to 500; coll town MW; pverege $20-$25, 

FOREIGN: (B54) Qual all surg; emphasis chest, Staom!: 

i a main gen hosp 250 beds; 9 MDs; 2 yr 


Vol. 170, 


Chicago 


suburb univ sity, Assn 2 ite 
practice res town Pac coast nr Frisco; | t yr $! 
mo, 2nd $1200, 3rd yr partner. (F75) "Assn a poy 
estab! GP clinic 6 men; min $1000 mo, town 60, 


oppor. 

INDUSTRIAL MEDICINE: (C27) Med dir, comprehen- 
sive med prog, new plant affil major indus co; excel 
benefits & future; Texas. 

INTERNAL MEDICINE: (H50) Qual 15- 

roup all cert or elig; expansion prog: ¢ 
alif. Ass’ n Bd cata 400; Se on 
r NY artner op 

OALR: (E72) Qua ENT su 
univ center, 2 med schis 

GYNECOLOGY: 

sta 4 by men of outstanding quals; med sch 


head dept 16-man group; 


(389) Ass’n clin 
city, 


Tex 
ORTHOPEDICS: Young orth to head dept 20.man 
group med schi city pop imiftion, w. 
PATHOLOGY: (L39) Ass 
cal path; will spend majority of time at outstanding 
hosp delightfully located on Coast, Calif; min 


(M49) Ass’n 17-man group; coll town, 
Cot: $15-$18,000 followed by partnership with in- 
com or more. 

P&N: 54) Ass’n priv pract specializing psycho- 
neurotic med; res town N.Eng.; attrac offer. 

RADIOLOGY: (R85) Two Board: one air, other to 
assist; fone dept med sch! hosp; 500 b Sw. 

RESEARCH: Phys ‘resreh prog; 

SURGERY: (U68) Foreign staff, one of America’ . lead- 
ing indus companies; 300- bed hosp; JCAH; med dept 
of 1000; min $19,000 family mtce; Diplomate req. 

UROLOGY: (W55) Head dept group estab '20; Calif. 


Please send for our analysis form. 


Burneice Larson oinector 


CERTIFIED PSYCHIATRIST—SALARY TO $22,800, AS 
director of out-patient department; also Chief of Serv 
ice of Assistant Director of Research and Education 
Institute, Cherokee, Iowa. Cc 


STAFF PHYSICIANS NEEDED—60 ACTIVE BEDS; 
$862 per month, with housing; California license re- 
quired. Write: Medical Director, Solano County Hos- 
pital, Fairfield, California. Cc 


PROCTOLOGIST — EXCELLENT OPENING FOR 
Board man or Board Eligible in large resuraogr: building 
with hospital in connection; large southwest city; won- 
derful opportunity for good man. Box 9388 c % "AMA. 


WANTED — YOUNG PHYSICIAN WITH TEXAS LI- 
cense to work in clinic-hospital near Houston, Texas, 
during summer or permanent if satisfactory. Box 
9391 C, % AMA. 


WANTED—YOUNG PHYSICIAN; INDUSTRIAL PHAR- 
maceutical and chemical companies and hospitals; psy- 
Patties, anesthesiologists. Medical Personnel Agency, 

7 East 42nd St., New York, New York. Cc 


WANTED—OBSTETRICIAN-GYNECOLOGIST; BOARD 
Trained or Qualified: interested teaching-research ; 
small group; Great Lakes area; graduates of approv 
schools only. Box 9373 C, % AMA. 


WANTED — CERTIFIED CARDIOLOGIST; ABLE TO 
take charge . resident training program; read all 
electrocardiogra : ri someone interested in re- 
search. Box % AMA. 


WANTED — ANESTHESIOLOGIST — CERTIFIED; IN- 
terested in teaching; be a member of group; charges on 
fee for basis; Great Lakes area. Rox 9370 Cc, 


POSITIONS AVAILABLE IN OBSTETRICS-GYNE- 
cology, orthopedics and internal medicine at Jackson 
Clinic, Madison Wise onsin; prefer Board men or per- 
sons who are Board Eligible. Cc 


WANTED—FULL TIME PHYSICIAN FOR GENERAL 
and industrial practice in Chicago; state full particu- 
lars and salary desired. Write: MD, 10721 8. Hoyne 
Avenue, Chicago 43, Illinois. Cc 


RADIOLOGIST—TO JOIN MIDWEST GROUP; SAL- 
ary and subsequent full partnership; excellent oppor- 
tunity for right young man; give full educational and 
personal details. Box 9379 C, % AMA. 


OTOLARYNGOLOGIST WANTED TO TAKE OVER 
lucrative practice in Maryland on temporary or perma- 
ia 7 a no investment required. Write: Box 9383 C, 

é 


WANTED — PEDIATRICIAN; CERTIFIED TO TAKE 
charge of department in medium sized hospital; active 
group: Great Lakes area, Box 9372 C, % AMA. 


PHYSICIAN—NEW YORK LICENSE TO WORK WITH 
doctor in busy private practice in Jamaica, Long Is- 
land, New York. Box 9375 C, % AMA, 


WANTED—PHYSICIAN TO JOIN MEDICAL STAFF 
of copper mining company in Arizona; duties consist of 
caring for employees and their families; basic salary 
plus extra income; if applicant does not have an Ari- 
zona license he should have a Basie Science Certificate 
in order to qualify for reciprocity; send personal and 
professional information to: Chief Surgeon, Morenci, 

zona. 
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ANTI-INFLAMMATORY 
ANTI-MICROBIAL 
ANTI-PRURITIC 


OTOBIONE provides the 


clinically proved* formula of White’s 
OTOBIOTIC, fortified with prednisolone. 
Each cc. of this new formula contains: 


ANTI-INFLAMMATORY | Prednisolone acetate. 
ANTI-BACTERIAL Neomycin (from sulfate). . 
ANTI-FUNGAL Sodium propionate... 5O mg. 


Physiologic pH! Will not obscure anatomic 


landmarks during otoscopy! 
The normalizing effect of 
OTOBIONE reduces tissue in- 
jury, and quickly provides 
optimal patient comfort... 
Preliminary studies with 


OTOBIONE by several investigatorst show 
effective relief in 87% of cases of external 
otitis, chronic otitis media, and chronic 


mastoiditis with otorrhea. 


White Laboratories, Inc. 
Kenilworth, New Jersey 


*Lawson, G. W.: Diffuse Otitis Ex- 
terna and Its Effective Treatment, 
Postgrad. Med. 22:501, Nov., 1957. 
tDaly, J. F.: Personal Communi- 
cation. Yesner, B.: Personal Com- 
munication. McStravog, L.: Per- 
sonal Communication. Rigual, R.: 
Personal Communication, 


CLINIC — VETERANS 


CHIEF MENTAL HYGIENE 
benefits outpatient clinic for 


office which operates 
Washington, D. C., and adjacent Maryland-Virginia 
area seeks Board Certified psychiatrist for full time 
chief; present staff includes 4 full time psychiatrists, 5 
pathologists, 3 psychiatric social workers; plans are 
under way for further expansion to include Day Care 
Program similar to Day Hospital; there are active 
teaching programs in psychiatric, surgical, medical and 
paramedical fields through university affiliations and 
regular consultant visits; full time appointment pre- 
cludes private practice, but leave for self education or 
for university association is encouraged; annual salary 
$13,058 to $16,000 depending on qualifications; addi- 
tional benefits include 30 days vacation, 15 day sick 
leave each year, plus good retirement and insurance 
plans; applicants must be U. 8. citizens and be licensed 
in one state or territory. Inquire: John W. Walsh, MD, 
Chief Medical Officer, 21st Street and Constitution Ave., 
N. W., Washington 25, D. C, 


PROGRESSIVE STATE MENTAL HOSPITAL IN ViR- 
ginia has openings for physicians at all levels; apoli- 
cants must have Virginia license or be eligible to tako 
the Boards in Virginia; salary ranges are as follows; 
junior physician, $8,400 per reer to $9,168; staff physi- 
cian $10,032 per year to $11,472 per year; chief of serv- 
ice, $10,992 per year to $12, bas per year; this 4600 bed 
hospital is currently undergoing a building and remod- 
eling program; opportunities for research; we expect to 
affiliate with the nearby medical school in the near fu- 
ture. Write to: Dr. J. Kenworthy Ogden, Superintendent, 
Box 271, Petersburg, Virginia; send full resume with 
first letter. Cc 


WANTED — STAFF DOCTOR FOR SMALL CLINIC 
hospital; located at Payson, Arizuna, in heart of fast 
est growing residential, recreational area in state; year 
around trading area 2,500; rises to 8-10,000 May through 
October; 100 miles northeast of Phoenix on fine paved 
scenic highway, this clinic, operational two years, is 
expanding to 12 bed hospital, with facilities for further 
expansion at early date; one other physician in area; 
not connected with clinic; wonderful opportunity for 
large, rapidly growing private practice; situated at 
5,000 feet, Payson has fine year around climate, excel- 
lent for asthmatics, surrounding country wooded, 
abounding in fish and game; the proximity of Phoenix, 
1% hours away over fine highway, gives country living 
with city conveniences close by; construction on new 
hospital wing should start within thirty days. Write to: 
Mrs. Edward W. Taylor, Secretary, Payson Clinic, Inc., 
Payson, Arizona, outlining personal and professional 
background. c 


PHYSICIANS WANTED—FOR CHICAGO AND SUR- 
rounding suburbs plus opportunities in all parts of the 
United States; many full and part time positions avail- 
able in all specialties in industry, institutions, private 
associations and groups, Miss BE. Ronni, our director of 
National placement, will be pleased to assist you in se 
curing the position you want in the area you desire; 
for Chicago area call or write Mrs. N. Garland, Di- 
rector, Garland Medical Placement 25 East Washington 
Street, Chicago 2, Illinois. ANdover 3-0145. All Inquir 
ies are confidential c 


(Continued on next page) 
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MEDICAL DIRECTOR WANTED 


For dual purpose institution located at the 
western tip of Lake Superior. 
Experience in Diseases of the Chest and 
Geriatrics. 
Starting salary $10,000 annually plus: 

© Furnished residence 

© Full family maintenance 

© Car allowance 

® Travel expenses for institutional 

business 

® Maid service 

® One month vacation ennvally 

® Sick leave accumulative to 90 days 

® Social Security 

® Retirement Plan 

® Position available at once 


Res Address applications to: 
ese Board of Trustees 
& MIDDLE RIVER SANATORIUM & 
ee DOUGLAS COUNTY GENERAL HOSPITAL 
i? Hawthorne, Wisconsin 
; PHYSICIAN—NOT OVER 35; MALE; SINGLE OR 
"s married; experience not necessary; sa lary open; MD 
. licensed in Illinois, will accept MD who is eligible to 
$5, receive license in lilinois; applicant must have interest 
in blood bank work including whole blood, plasma 
and serums, and methods 
tunities for research; eventually can ecome associate 
Proper Vein Support For director to present medical director. Hox 8305, %6 
INTERNIST — FOR STAFF OF GROUP PRACTICE 
Your Varicose Patients clinic; service membership of over 20,000 in Washington, 
D. C.; department heads and many other staff members 
; have American boards; prefer man with 2 years General 
: Your patients can get the proper support for specific varicose internship and graduate of srade A medical school : an- 
Ly nua salary open) one mol 1 ca ; Sic eave; 
‘ conditions from the Kendrick designed line of elastic stockings. Rsociation, 1025: Vermont Avente x Ww. 
é Kendrick elastic stockings provide the support required for each EMERGENCY ROOM PHYSICIAN—70, COVER 1:00 
type of varicosity — the mildest to the most severe — in one destred: in 400 be nd Los Angeles suburban area hospital; 
terest ervi anizec ucat - 
and two-way stretch models, in varying degrees of support from cated hospital: short occupy bulla 
extra light to heavy, and in proportioned lengths to the groin. reciprocity exeellent opportunity or samen who wants 
= LIVE RUBBER is essential to provide the resilience and com- WANTED—PHYSICIAN TO ASSOCIATE WITH SIX 
4 pression necessary for adequate vein support.at all times .. . all man group caring for mining company’s employees and 
f i “ki j ja, surgery and industrial work; salary $10,000 t 
Kendrick stockings are made with LIVE RUBBER. stat expenses; living cconditions excellent 
. »0ls; immediate opening or writ 
- Kendrick elastic stockings are sold through the local Kendrick Stewart, MD, Chief Surgeon, Homestake Hospital, ead, 
. . . . uth akota. 
Surgical Supply Dealer, who is trained in fitting supports to your 
lations. He will gladly serve you and your patients 
mI ons. § e nity mental health clinic; diplomate or Boarc igible, 
8 y y y P licensed in York trained, 
Prescribe KENDRICK — over 100 years experience in manu- and on, the. sta 
Se: facturing Elastic Stockings and Elastic Supports for all parts of diately Give" full qualifications to: Box 573, Olean, 
the body. 


PSYCHIATRIST FOR STAFF POSITION IN CIN- 


JAMES R. KENDRICK COMPANY, INC. Sarticipaie in expanding treatment. and 


. . search program ; salary upward from $12,000, depending 

5 Philadelphia 4A, Pa. New York 16, N. a on qualifications an? experience, Write to: C. 0. 

Ranger, MD, 3909 Burnet Avenue, Cincinnati 
Ohio. 


Kendrick 


N CE 


(Continued from preceding page) WANTED — TWO GENERAL PRACTITIONERS; ONE PSYCHIATRISTS 
pediatrician; one obstetrician-gynecologist; also one 
WANTED PSYCHIATRISTS; FULL TIME, FOR VET- anesthetist with or without desire to devote 50 percent of 
erans Administration Regional Office Outpatient clinic, time to general practice to join medical group of ten To do research, diagnosis, and treatment in 
Milwaukee, Wisconsin; position available for psychother- doctors in rural western New York community near California State Hospitals in: several loca- 
apist in progressive mental hygiene clinic program, affil- Niagara Falls; offices in 135 bed modern, fully equipped . eas < 
lated with Maruuette University Medical School; position hospital, all services available; good salary and fringe tions. Opportunities for advancement to 
benefits. Call ot write: Dr. 8. J. direct hospital research and professional 
.s ing upon qualifications, plus 15% additional if Board zeneral Hospital, Ransomville, New York, phone, Syca- education activities 
; Certified; citizenship required; usual work week, 40 more 1-4211 c “4 
Veterans Administration Regional Office, 342 North IMMEDIATE OPENING—FOR COUNTY PHYSICIAN No written examinations. Interviews twice 


in modern, well equipped county hospital in northern 


Water Street’ Milwaukee 8, Wisconsin. California; presently has 90 beds with 50 bed unit a month in San Francisco and Los Angeles. 
3 INTERNIST — PREFERABLY BOARD seniaeian, being added this year; thriving community; center of 
Ree: wanted for full time group practice in multi-union recreational area; active outpatient clinic; Board spe- Pleasant conditions for work and recreation; 
ay jabor clinic in Toledo, Ohio; special interest and train- cialist consultation in practically all fields; California 


ing in chest diseases desirable; first year’s salary, for license required; some training beyond internship de- good salaries; excellent retirement plan 


clinician with Boards, $16,000, second year, $17,000, | b fit 
third, $18,000: without Boards, $13,000, $14,000, $15,- sirable; age 30 to 40; salary open. Write: B. G. and other employee benefits. 
000 with poses. completing Boards; Loughlin, Administrator, P. Box 639, Redding, 
benefits include hospital ong, for California. c Write 

ete, Write’ Medical Director, int | FELLOWSHIP IN CARDIOVASCULAR DISEASES IN Medical Personnel Services 
cluding curriculum vitae, wood odruff Avenue teaching hospital in a large southwestern city available State Personnel Board 
Toledo, Ohio. ¢ July 1, 1959; unusual opportunity to combine experience 801 Capitol Avenue, P.F. 

of wealth of clinical material with a well rounded pro- Sacramento 14, California 


ANESTILESIOLOGIST WANTED—BOARD ELIGIBLE 


minimum, for new 50 bed southern California hospital gram of participation in cardiopulmonary laboratory, 


electrocardiogram interpretation, research and cardiac 


Shag to head de tment; fee for service basis; no investment . 

per manth’ 110. Contact: surgery; some residency training in pediatrics or medi- 

Zweig, MD, % J. Alexander, Administrator, cine essential; stipend $53,600 per year plus maintenance 

: Parkview Memorial Hospital, Riverside, California, C in hospital. Write: Box 9326 C, % AMA, (Continued on page 222) 
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The new Sanborn 100 Viso electrocardio- 
graph: two speeds...25 or 50 mm/sec... 
clearly defined, permanent traces on 6cm 
charts... normal, 14, or 2-times recording 
sensitivity . . . two additional inputs for 
recording other phenomena, plus outlet for 
connecting monitoring oscilloscope .. . 15 
‘ransistors saving space, weight, and power...and the mobility 
of 29 pounds, complete. . . make this 


FUNCTIONALLY AND FACTUALLY 


EIGHT-HUNDRED FIFTY DOLLARS DELIVERED CONTINENTAL U.S.A. © *© SANBORN COMPANY * WALTHAM, 
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(norethindrone, Parke-Davis) 


oral 


in childlessness: NORLUTIN was used? in a 
group of women who had definite infertility prob- 
lems and who had had substantial previous study 
and treatment. One or more studies of luteal function 
in each of these patients demonstrated the presence 
of some abnormality. Of 78 patients treated with 
NORLUTIN, 19 conceived. The investigators con- 
clude that “...the new steroids [such as NORLUTIN] 
definitely do offer us a better chance of improving 
fertility in certain patients and of helping them 
achieve a pregnancy that otherwise might not occur. 
..- The incidence of side reactions with NORLUTIN 
was surprisingly low.”2 


Results of therapy in infertility using NORLUTIN* 


Number of Number of : Time of 


patients treated pregnanci «preg 


78 19 First cycle 4 
Second cycle 7 


Third to sixth cycles 8 
*Adapted from Tyler & Olson* 


Indications for NORLUTIN: conditions involving 
deficiency of progesterone, such as primary and second- 
ary amenorrhea, menstrual irregularity, functional uterine 
bleeding, endocrine infertility, habitual abortion, threat- 
ened abortion, premenstrual tension, and dysmenorrhea. 


Packaging: 5-mg. scored tablets (C.T. No. 882), 
bottles of 30. 


References: (1) de Alvarez, R. R., & Smith, E. K.: J.A.M.A. 
168:489, 1958. (2) Tyler, E. T., & Olson, H. J.: Ann. New York Acad. 
Sc. 71:704, 1958. 
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CAMP 
HIP ABDUCTION PILLOW 


effective ees at home 


An abduction pillow splint is a practical, 
atraumatic method for gradually obtain- 
ing hip abduction in ialeate with abduc- 
tion contractures, unilateral or bilateral 
hip dysplasia and many cases of congeni- 
tal dislocation. It is also an effective 
means of maintaining abduction follow- 
ing more severe dislocations requiring 
rigid immobilization or surgery. This 
type of pillow splint is well tolerated, 
permits the child to sit or stand while 
maintaining the abduction position. 


In addition to the Camp regular Frejka 


Ka 


S.H. CAMP and COMPANY 


type pillow this new, improved Camp 
pillow splint fits the contour of the legs 
to bring the child to froglike position. 
Adjustable for leg size; a plastic water 
resistant pillow held in a pocket of the 
bib; crossed adjustable shoulder straps, 
all with gripper snap fasteners for easy 
application. Bib is made of a soft attrac- 
tive cotton fabric, with an extra bib to 
use while one is being laundered, with- 
out interruption of treatment. 

Three sizes (pillow width between legs) 
—Small 6”, Medium 9”, Large 12” 


Jackson, Michigan 


(Continued from page 218) 


PHYSICIAN—GENERAL PRACTITIONER TO PRAC- 
tice on his own in the same building in an established 
weneral practice which is too large for one doctor; this 
offer is in exchange for alternate covering of night calls, 
weekends, and vacation time; a Maryland license, con- 
genial, willing to work, adjustable to work in group 
Dractice, type of person is mandatory, Write: Box 
44 C, % AMA 


GENERALIST—OPENING FOR 2 GENERALISTS TO 
head active emergency service of well-known clinic and 
hospital+ in Detroit, Michigan; salary open; annual 
increments, bonuses, vacations, etc. Address all perti- 
nent data to Box 8303 C, % AMA. 


| 


WANTED—GENERAL PRACTITIONERS FOR DOMI- 
ciliary clinic providing medical care for 1,800 people; 
the clinic is equivalent to out-patient department of 
other hospitals; salary $9,890 to $12,770, depending on 
qualifications; 15% additional paid for Boards. Write: 
Charles C. Thomas, MD, Director, Professional Serv- 
ices, Veterans Administration Center, Dayton, Ohio. Cc 


WANTED—GENERAL PRACTITIONER WILLING TO 
concentrate on obstetrics and pediatrics; must be per- 
sonable with ability to build and hold practice; in- 
dustrious and willing to work; must have completed 
military service; salary $15,000 to $18,000 per annum 
with chance for advancement. Fairbanks Clinic, Fair- 
banks, Alaska. Cc 


INDUSTRIAL TOXICOLOGIST 


Toxicologist with graduate degree. Ph.D. preferred. To direct toxi- 
cological activities of large manufacturer of chemicals and plastics 
which are utilized in practically all industries including food, drug, 
and packaging fields. Industrial experience in dealing with govern- 
mental agencies desirable. 
Salary commensurate with education and experience. 
Address replies to Box 9366 C, c/o AMA. 


CLASSIFIED 
ADVERTISING 
BRINGS 


J.A.M.A., June 27, 1959 


WANTED—A DOCTOR WHO HAS FULFILLED HIS 
military requirements to join private clinic; 20 bed, 
city owned, modern hospital operated by Felician Sis- 
ters; good schools and churches in this small town, 28 
miles northwest of Oklahoma City, Highway 3; start- 
ing salary $1,000 per month; full partnership 1 year or 
less to satisfactory candidate. Box 8293 C, % AMA. 


PHYSICIAN WITH ADMINISTRAT'VE ABILITY DE- 
sired to direct medical scientists in reviewing world- 
wide medical research literature: broad medical ex- 
perience particularly with the Federal Government de- 
sirable; salary range, $11,595 to $12,770, depending 
upon qualifications; insurance and retirement benefits; 
state detailed experience. Box 8290 C, % AMA. 


PSYCHIATRISTS — NEUROLOGISTS; FULL TIME; 
part time; both treatment and examination positions; 
requirements; completion of residency; beginning salary 
$10,000-$14,700 depending on qualifications. Apply 
Varo #10, 128 N. Broad St., Philadelphia 2, Pa. 
Attention: Chief Neuropsychiatrist, LO 8-0400, Ex- 
tension 140. c 


WANTED—QUALIFIED PHYSIATRIST FOR LARGE 
modern rehabilitation department in the University of 
Alberta Hospital, Edmonton, Alberta, Canada; over 

1,000 beds; hospital board encourages private enterprise 

type of practice. Apply to: Superintendent in first letter, 

giving curriculum vitae, references and income ex- 
pected. Cc 


ASSOCIATE OPHTHALMOLOGIST WANTED TO AS- 
sume responsibility in well established second office; 
new contemporary medical building; office fully staffed 
and equipped; active surgery; no investment needed; 
remuneration open; exceptional opportunity. Malcolm 
A. McCannel, MD, Doctors Building, Minneapolis 2, 
Minnesota. Cc 


WANTED—PSYCHIATRIST FOR ACUTE INTENSIVE 
service with large turnover to assist in the supervision 
of treatment program and research activities ; salary 
$9,890 to $11,355 depending on 15% addi- 
tional pay if Boarded. Write: Charles Thomas. MD, 
Director, Professional Services, Administra - 

tion Center, Dayton, Ohio. Cc 


SURGICAL HOUSE PHYSICIAN REQUIRED IMME- 
diately; salary $525 without living quarters; work only 
every third night and every third weekend; physician 
with knowledge of English; near large metropolitan 
areas and beaches. Apply to: Executive Director, Kent 
General Hospital, Dover, Delaware. Cc 


WANTED—INTERNIST; PEDIATRICIAN AND GEN- 
eral practitioner to complete group in established 40 
bed hospital and clinic jocated in Texas town of 
population 26 miles from coast; first year salary ‘and 
ae onan salary, ownership or percentage. Box 


OPPORTUNITY FOR A UROLOGIST WHO HAS RE- 
cently completed an approved residency, to perform his 
two year period of practice in the Veterans Administra - 
tion Hospital, Phoenix, Arizona; excellent consultants, 
active service; initial stipend $9.890. Address inquiries 
to Manager. Cc 


WANTED—YOUNG FAMILY PHYSICIAN TO ESTAB- 
lish own practice but share office space and civerage 
with 34 year old family physician; 3,000 population; 
80 miles from Detroit; new office, new hospital, new 
schools, community environment very conducive for 
family living. Box 9351 C, % AMA 


OBSTETRICIAN - GYNECOLOGIST — EXPANDING 
nine man group; association with Board Specialists; 
midwest; non-industrial, rapidly growing col 
munity; prosperous territory; two oved 
hospitals; guaranteed income leading to full” 
membership, Box 7802 C, MA 


GENERAL PRACTITIONER NEEDED TO TAKE OVER 
fully equipped clinic in ocean side resort community 
southwestern Washington State; new hospital fully 
equipped 4 m; open staff; association, lease or sale 
can be arranged; oft introduce to large active prac- 
tice. Box 9358 C, MA. 


WANTED INTERNIST—-254 BED GENERAL MEDICAL 
and surgical hospital; supervised by board certified 
physician and approved for prece ptorship training ; hos 
pital located at home of University of Arkansas and 
in the heart of Ozarks; contact manager, VA Hospital, 
Fayetteville, Arkansas. Cc 


ASSOCIATE WANTED—TO A CERTIFIED ORTHO- 

; northeastern seaboard area; must be Board Eli- 
gible; excellent working facilities; hospital nearby; 
graded salary with partnership arrangement after 
te please give training details. Box 9314 C, % 
AM 


PHYSICIAN WANTED -- ASSOCIATE GENERAL 
practitioner; Illinois license; class A medical school; 
open hospitals available; lucrative practice; good cli- 
entele; equipped office; no investment; salary or per- 
centage; 35 miles west of Chicago. Box 9308 Cc, % 
AMA. 


INTERNIST — CERTIFIED OR ELIGIBLE; SEVEN 
man group; own building; small midwestern college 
community; needs third internist; private practic 
perience preferred but consider after residency; early 
partnership without investment; sr. professional and 
personal data. Box 8292 C, % A 


PROSPEROUS RANCH COMMUNITY IN EASTERN 
Montana needs physician, general practitioner with 
ability to do some surgery; 17 bed hospital well 
equipped ; $300 per ae county doctor contract avail- 
able. Write: Secretary, Prairie County Hospital Asso- 
ciation, Terry, Montana, Cc 


ANESTHESIOLOGIST—BOARD CERTIFIED; TO. AD- 
minister anesthesiology department on full time basis, 
suburban Pittsburgh, 230 bed general hospital*; excel- 
ent staff and working conditions; give full particulars 
on background and availability. Contact: Administrator, 
Sewickley Valley Hospital, Sewickley, Pennsylvania. C 


WANTED — GENERAL PRACTITIONER AS ASSO- 
ciate in one man clinic in small central Ilinois city; 
year, residency in obstetrics or medicine and ie 
eligibility would be helpful; Ilinois license; $100 to 
1,200 a month to start ding on liflesti 
ox 8246 C, % AMA. 


RESULTS 


GENERAL PRACTITIONER WANTED — TO JOIN 
group in thriving northern Minnesota community with 
a@ new madern hospital. Box 9330 C, % AMA. 


(Continued on page 224) 
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SUSAN’S IDEA TOOK THE WAIT 
OUT OF THE WAITING ROOM 


She kept complaining about 
my old x-ray machine — said 
she could accomplish more if 
only she had that new G-E unit 
I'd talked about. She’d have 
fewer retakes too— most of 
them were caused by the long 
exposures necessary with low 
power. 

From the day my new Patri- 
cian combination arrived I’m 
sure Susan felt her persistence 
had turned the trick. (And you 
know — she is working faster 
today!) 


Patrician speeds x-ray examinations 
...and for such modest cost 


You'll find your work load lighter with Patri- 
cian’s big-table convenience. Best news is 200- 
ma, 100-kvp power, electronically timed. Self- 
tending recipromatic Bucky. Finger-tip control 
of fluoroscopic screen or optional spot-film de- 
vice. Angulation to 15° Trendelenburg. Auto- 
matic Bucky-slot closures for x-ray safety. Ask 
your G-E x-ray representative for full details. 
Or clip coupon for a copy of 

our fully illustrated catalog. 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wisconsin, Rm. B-61 
DC Please send me your 16-page PATRICIAN bulletin 
C0 Facts about deferred payment 

MAXISERVICE rental 


Progress Is Our Most Important Product 


GENERAL ELECTRIC 


Address 
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(Continued from page 222) 
INTERNIST—-CERTIFIED OR QU 48 STAFF 


WANTED—ADDITIONAL ORTHOPEDIST UNDER 40 
Certified or Board Eligible; expanding, well established 
clinic of 40 men in midwest university community of 
70,000; salary open; general orthopedic, traumatic, 


physician in 386 bed affiliated _hospit 
required; salary range $9,890 to $14,685 oe on 
experience or Certification. Write: Director, Professional 
Services, Veterans Administration Hospital, Des ane, 
Iowa. 


WANTED — INTERNISTS: BOARD CERTIFIED OR 
Board eligible if well qualified; also vacancy in pul- 
monary tuberculosis; must be United States citizen; 
foreign graduates eligible if on approved list, Write: 
Manager, Veterans Administration Consolidated Center. 
Wadsworth (Leavenworth), Kansas. é 


WANTED—HOUSE PHYSICIAN IN SMALE CHESTER 
county community close to Philadelphia; salary per 
month; with social security benefits and one mente - va- 
cation; must be ticensed in Pennsylvania; apply to Miss 
Helen V. Barton, Administrator Coatesville Hospital 
300 Strode Ave., Coatesville, Penn. ¢ 


ASSISTANT PHYSICIAN FOR MODERN 75 BED TU- 
berculosis and chest disease hospital; experience in chest 
disease desirable; myn have California license and sup- 

ly references; salary $1,200 ones no maintenance. 
Write: Walter H. Buel, SD, P. 0. Box 469, Red ding, 
California Cc 


PEDIATRICIAN & INTERNIST—URGENTLY NEEDED 


and work; include professional data 
in first letter to: Box 7882 ¢, % AMA. 


WANTED — PHYSICIAN WITH EXPERIENCE IN 
penenet practice for auditing office of 500 bed GM&S 
ospital; salary dependent upon qualifications. Contact: 
Manager, Veterans’ Administration Hospital, oa, 
eorgia. 


GENERALIST OPERATING SMALL HOSPITAL DE- 
sires assistant associate for village 15 miles away; and 
hospital; year less rent for home with 
equipped pssible later Illinois 
license 9309 C 


SOUTHERN CALIFORNIA—-LET US ASSIST YOU IN 
selecting your location; office me 3 
rangements; no cost; write for free brochure: Profes- 
yr Advisory Service, 5419 E. Beverly Bivd., 
nge 


CALIFORNIA MEDICAL BUREAU AGENCIES—FOR 
hysicians placements and hospitals and medicai proper- 
es for sale. 405 E. Green Street, Pasadena, Cali- 
fornia, and 610 8. Broadway Street, Los Angeles 14 
California. 


GENERALIST WANTED TO AUGMENT PRESENT DE- 
partment of family practice in 11 man mid- Te? group; 


J.A.M.A., June 27, 1959 


PHYSICIANS 
ADMINISTRATIVE POSITIONS 


International chemical and pharmaceuti- 
cal manufacturer has unusual opportuni- 
ties for physicians who are interested 
in combining medical background with 
administrative resp 

would utilize medical training and ex- 
perience on a broad scientific level with 
advancement directed toward business 
management positions. Write full details 
including salary desired to: 


Box 7917 C,’c/o AMA. 


WANTED—BOARD ELIGIBLE OB-GYN MAN UNDER 
40 to association with growing partnership in central 


by expanding group in ater town of 25,000; early 


: A Box 7100 C A Florida; excellent office and hospital facilities; Florida 
partnership. Box 7 


license essential; letter with qualifications requested 
prior to interview. Box 9354 C, % AMA. 


WANTED—OPHTHALMOLOGIST; BOARD ELIGIBLE 
or Cert as assistant, leading 
Board Certified ophthalmologist ; age 40 
start; west side Cleveland, Ohio. 9359 

é 


INTERNIST—OPENING JULY, 1959; BOARD CERTI- 
fication not required; active’ GM&S hospital; salary 
range $9,860 to $16,000 — on qualifications ; 
excellent fringe benefits. Apply: Manager, Veterans 

Administration Hospital, Poplar Bluff, Missouri. c 


ENDOCRINOLOGIST-BIOCHEMIST, MD TO BECOME 
director of biochemistry laboratory at 400 bed general 
hospital*+ with medical school faculty appointment; 
duties to include teaching, research will be encouraged ; 
large eastern city. Box 9340 C, % AMA. 


PHYSICIAN WANTED—GENERALIST; LOCATE IN 


small town; will turn over large obstetric practice to 
qualified doctor; nothing for sale; doctor desires semi- 


ie 
retirement; 20 minutes to open staff hospital. Dr. aie * 
O Con TO q ar iac sey, Mulberry, Arkansas, 
WANTED — GENERAL PRACTICE ASSOCIATE IN 
arrhythmias 


early partnership. Write: Box 8054 C, 


exclusive advantages 


im quinidine therapy’ 


western Montana; fishing, hunting, and skiing excellent; 
no investment necessary. Lockridge Clinic, Eureka, 
Montana. Cc 


WANTED — ORTHOPAEDIST TO ASSOCIATE WITH 
Board man in private practice, young, and must be 
willing to build up some practice; modern offices; mid- 
west. Box 9348 C, % AMA. 


WANTED—GENERAL SURGEON WHO WISHES 
develop his own private practice in midwest will 
aided by established Board man in a surgical B.. 2 
fleld; excellent quarters. Box 9347 C, % AX 


ANESTHESIOLOGIST — BOARD MAN PREFERRED; 
would accept Board Eligible applicant; immediate 
opening in large clinic in the southwest; please send 
complete credentials. Box 8263 C, % AMA. 


ANESTHESIOLOGIST — DIPLOMATE OR ELIGIBLE 
for Board or college to join 3 man group; must have 
Florida license or be eligible for Florida State Board; 
details on request. Box 9315 C, % AMA. 


WANTED—PSYCHIATRIST FOR 35 BED SERVICE 
and consultant for 500 bed GM&S hospital; salary de- 
pendent upon qualifications. Contact: Manager Veter- 

Cc 


DURA-TAB S. M: 
ans’ Administration Hospital, Dublin, Georgia. 


Medication” Quinidine Gluconate (5 WANTED—INTERNIST FOR 40 BED ACUTE MEDI- 
a F ae cal ward in 500 bed GM&S hospital; salary dependent 

upon qualifications. Contact: Manager, Veterans’ 
ministration Hospital, Dublin, Georgia. 


UNIVERSITY HEALTH SERVICE POSITION; MALE 
physician under 50 preferred; well staffed, well equipped 
new 40 bed hospital and clinic; 7,000 students mid- 
west; salary open. Reply: Box 8301 C, % AMA. 


WANTED—PSYCHIATRIST FOR PRIVATE MENTAL 
hospital located in Boston; Mondays through Fridays 
inclusive; salary and acc ominodations will be discussed. 
Please reply to: Box 9338 C, AMA. 


WANTED—YOUNG, GENERAL PRACTITIONER OR 
internist who desires group practice in rapidly growing 
community; gre ater, Miami area; salary or percentage 
basis. Write: Box 9334 C, % AMA. 


WANTED—EYE, EAR, NOSE & THROAT SPECIALIST 
to join hospital staff as chief of department; first year 
income estimated $30,000; excellent opportunity to in- 
crease; income based on fees. Box 9335 C, % AMA. 


b. i d. dosage (every 12 hours) 


lute 
ch dose of Quinag ; 
S.M. maintains uniform 
plasma levels up to 12 hours. 
No night dosage needed. 
No valleys where arrhythmias 


tend to recur.’ 


CLINICAL INVESTIGATION 


Large Midwest Ethical Pharmaceu- 
tical Company has opportunity for 
physician in department of clinical 
investigation: Prefer man 30 to 
40 with some experience past in- 
ternship; training in nutrition and 
metabolism desirable though not 
necessary. 
Please send complete resume to: 

Technical Employment Co-ordinator 
bd THE UPJOHN COMPANY 

U.S, Patent 2,895,881 


Dosage: for conversion of auricular fibrillation to 
normal sinus rhythm, in most cases, 2 Quinaglute 
Dura-Tab S.M. tablets 3 to 4 times a day, for 2 to 
3 days; longer periods are required in some patients 
... for maintenance 1 to 2 tablets every 10 to 12 
hours. Bottles of 30, 100 and 250. 


1. Sates, S.: Finkelstein, D., om Gilmore, H 
M.A. Archives int. Med 750, 198i, 
2. Bellet, S.: Amer. Heart 3. 1958. 


PAGE 867 
Compbes and complete literature available from WYNN PHARMACAL CORPORATION 
5119 West Stiles Street, Philadelphia 31, Pa. 


New also available... INJECTABLE QUINAGLUTE 
10 cc. Multiple Dose Vials, 0.08 Gm. Quinidine Giuconate per cc. 


An unexcelled quinidine 
in premature contractions 
auricular tachycardia 
flutter, fibrillation 


| 
quinidine 
Only Quinagiute Dura-Tab 
Provides Winidine 8luconate for 
Oral use. Ten times as Soluble 
4S quinidine Sulfate, the 
8luconate is better tolerateg 
3 by the 8astrointestinay tract. 
“4 
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PEDIATRICIAN — TO JOIN SOLO FEDIATRICIAN; 
Boards or gee $1,000 per month ctart; full part- 
nership in two years; southern Califorvia coastal 
send medical background. Box 9355 C, % AMA. 


ASSOCIATE OPHTHALMOLOGIST WANTED—BOARD 
Certified or Eligible; private practice 
et qualifications in first letter. Box 9353 C, % 


GENERAL SURGEON WITH ORTHOPEDIC INTER- 
est—Central Nebraska 201 bed general hospital. Write: 
Manager, Veterans Administration Hospital, Grand 
Island, Nebraska. c 


ANESTHESIOLOGISTS WANTED — FOR CENTRAL 
New Jersey private practice group; Boards or Boards 
Eligible. Reply: Dr. R. C. Turner, 776 Quinton Avenue, 
Trenton, New Jersey. Cc 


ANESTHESIOLOGIST — FOR BROOKLYN AREA; 
Board Eligibility not required; must have New York 
state license; group partners, Di first year income 
$15,000. Apply: Box 8223 % AMA 


NEUROSURGEON NEEDS NEUROLOGIST FOR CITY 
serving 250,000 people with 1,000 hospital beds; excel- 
lent research facilities available. Box 8026 C, % AMA. 


ELEVEN MAN MID IOWA GROUP NEEDS SECOND 
pediatrician ; Board qualified; early partnership. Write: 
Box 8057 C, % AMA. 


PHYSICIANS PLACEMENT SERVICE 
The A. M. A. offers placement assistance 
through the Physicians Placement Service, 
Council on Medical Service, 535 N. Dearborn, 
Chicago 10. This service is for the use of 
physicians seeking a location, as well as phy- 
sicians seeking an assistant or associate. 


INTERNS AND RESIDENTS WANTED 


The * signifies a hospital approved for internships 
and the + approved for residencies in specialties 
by the Council on Medical Education and Hospitals 
of the A. M. A. Consult Council’s approved list 
for types of internships and residencies approved. 


PSYCHIATRY—THREE YEAR APPROVED RESIDEN.- 
cies; supervision, Dr. Francis J. Ge and attending 
psychiatric faculties, motioal schools, Chicago; experi- 
ence at Institute for Juvenile Research, Iinois Neuro- 
psychiatric Institute; 110 bed acute psychiatric service, 
large general hospital ; excellent training atmosphere; 

well b t, outpatient, child 

Jorensle, and psychosomatic; and 

somatically oriented therapics; suburban Chicago; con- 

venient to psychiatric training facilities inclu ing In- 
stitute for Psychoanalysis, U. S. eg mews required. 

Address: Louis Jensen, MD., Chief, Psychia Service, 

Veterans Administration Hospital, “nines IHinois. D 


PSYCHIATRY RESIDENCY — THREE YEAR AP- 
proved program in 1,250 bed Veterans Administration 
general hospital; southwest; closely affiliated with 
medical school; 400 bed psychiatric service with pre- 
dominately acute patients; services include female psy- 
chiatric ward, neurology, consultations on medical and 
surgical patients; follow up clinic; mental hygiene clinic 
scheduied to open July, 1959; extensive research facili- 
ties available; salary range $3,25 65 
available under career program; $6,505 to $9,890, 
9389 D, % AMA 


Box 


CHILD PSYCHIATRY — BOTH INDEPENDENT 38RD 
year Board approved psychiatric residency and two 
year AAPCC approved fellowships in child psychiatry 
at pioneer children’s hospital; in-patient, out-patient 
and community experience; training in psychotherapy 
supervised by qualified psychoanalyst; limited to citi- 
zens or immigrant, not exchange visa. Write: Maurice 
W. Laufer, MD, Director, 1011 Veterans ‘Memorial 
Parkway, Riverside 15, Rhode Island. D 


WANTED-—-RESIDENT PHYSICIAN; JOINT COMMIS- 
sion Accredited but not AMA approved for resident 
program and do not have exchange visitor “‘P’’ No.; 
150 bed general hospital; 50 miles south of Washington, 
D. €., salary $400 per month and furnish own main- 
tenance; room furnished for single resident. Apply: 
Administrator, Mary Washington Hospital, Fredericks- 
burg, Virginia. D 


WANTED — RESIDENT FOR 2 YEAR APPROVED 
program in pathology; salary $75-$200 per er and 
maintenance ; i bed 
modern, disease 
Director, St. Barnabas Hospital, New York 57, New 
York. D 


APPROY ED ROTATING INTERNSHIPS AVAILABLE 
~250 bed general hospital* with excellent educational 
program; $200 per month and full maintenance; foreign 
graduates are accepted. Write: Chairman, Intern Com- 
mittee, Iowa Lutheran Hospital, Des Moines 16, Iowa. D 


RESIDENCY IN PEDIATRIC PATHOLOGY AND 
hematology available July 1, 1959; excellent teaching 
and research program in university affiliated hospital. 
Apply: Director of Laboratories, Children’s Hospital, 
Washington 9, c, D 


APPROVED ANESTHESIOLOGY RESIDENT AVAIL- 
able at Johns Hopkins Hospital. Apply: Donald W. 
Benson, MD, Anesthesiologist-in-charge, Johns Hopkins 
Hospital, Baltimore 5, Maryland. D 


OPEN — APPROVED ONE 
pathology; available July 1. 1959. 
Rich, Englewood Hospital, eoo1 Fi Green Street, 
cago, Illinois, Triangle 3-4500. 


G-U RESIDENT WANTED FOR JULY 1, 
have had at least one year in urology. 
% AMA. 


PATHOLOGY RESIDENCIES AVAILABLE — ONE 
first year and one second year position open to gradu- 
ates of approved medical schools; full 4 year approval 
in both CA and CP; 300 bed modern hospital* + with 
active graduate training program; 2 full time Board 

thologists; 2 Board consultants; biochemists; micro- 
iok gist; topnotch progressive laboratory 5,042 suvgi- 
cals and 165 autopsies in 1958; stipend 5 first sear; 
$400 second year. Contact: Director of Laboratories, 
McLaren General Hospital, Flint, Michigan. I 


Y IN 


1959; 
Box 


MUST 
9381 D, 


: 


“This Wormy World” 


-‘ANTEPAR’ TABLETS 


‘ANTEPAR’ WAFERS 


NEW YORK CITY—RESIDENTS; A PSYCHIATRIC 
service in a general hospital with approved three yea: 
training program; all para-medical services fully 0 
ative, located in the Greenwich Village section of } 
York City; physical plant modern, up-to-date, recently 
constructed; this general hospital consists of 830 beds 
covermg all specialties, and*including a current capac- 
ity of 82 beds in a psychiatric rt affiliated with 
New York University-Bellevue Medica) Center; resi- 
dencies available at lst and 3rd year fovels For further 
information, write: The Administrator, St. Vincent's 
Hospital*+ of the City of New York, 153 W. 1lith 

treet, New York il. Applications being 
for training year starting July 1, 


APPROVED THOSE YEAR RESIDENCIES IN PSY 
chiatry; new GM&S hospital; well organized teaching 
program; affiliated with Washington niversity Schoo 
of Medicine; all types of psychiatric experience repre- 
sented, including , Supervised dynamically oriented psy- 
chotherapy, psy chi guidance, 
etc.; approved training in. psychoanalysis available 
oealty full time director of training is a member of 

merican Psychoanalytic Association; attractive 
available; citizenship re- 
nard A. Cruvant rans 

915 North Grand Avenue, % 


career 

quired. Wri.e Dr 
Administration Hospital, 
Louis 6, Missouri. 


ROTATING RESIDENCY POSITIONS AVAILABLE AT 
Forest City Hospital, 701 Parkwood Drive, Cleveland 8 
Ohio; 92 bed general hospital with oiganized medical 
staff of 134 physicians: permanent \isa will be neces- 
sary; apply office of the administrato: Dd 


ONE FIRST YEAR RESIDENT IN_PA- 
July 1, 1959; graduate of U. 8. or Cana- 
dian Class A medical school; 300 bed modern hospital 
with active graduate training program; full 4 year 
approval in P.A. and C.P.; 2 full time board patholo- 
gists; 2 board consultants; biochemist; microbiologist; 
topnotch progressive laboratory; 5042 surgicals and 165 
autopsies in 1958; stipend $375.00; contact director of 
laboratories, McLaren General Hospital, Flint, mes 
gan 


WANTED 
thology for 


ATHOLOGY RESIDENCY — 250 BED GENERAL 
hospital, 3,000 surgicals; 150 autopsies, 140,000 clinical 
tests annually; 4 year approved training in pathologie 
anatomy and clinical pathology; progressive program 
designed to train residents as qualified general hospital 
pathologists; new facilities including museum and 
medical iUlustration studio; generous stipend; appoint- 
ment open July Ist, 1959. Contact: J. B. MeCormick, 
MD, Pathologist, Swedish Covenant Hospital, 5145 N 
California, Chicago 25, Illinois D 


RESIDENCY—AVAILABLE 
July 1, 1959, in 450 bed general teaching hospital*+, 
affiliated with Columbia-Presbyterian Medical Center 
in New York City; closely supervised teaching program 
in pathologic anatomy, under 3 Board Certified patho! 

gists; about 180 autopsies, 4,000 medical cases, 5. 
cytology cases, 200 bone marrows, Inquire: Direeto 

Laboratories, The Roosevelt 


Hospital, 428 West 
Street, New York 19, New Yor! 


APPROVED PATHOLOGY 


(Continued on page 234) 
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Problems are 
for solving 


Irving Geller, Ph.D., is a psychologist with a puzzle 
and a paradox. The puzzle is the old one of why 
man behaves as he does. The paradox is that some 
of the most likely answers come from animals. 

Dr. Geller teaches rats and monkeys to press levers 
for intermittent rewards of food—and then 
exhaustively plots and interprets what happens. 


Photographed here against the maze of instruments 
in his basic-research laboratory at Wyeth, 

Dr. Geller can assure you that things do happen. 
Animals readily learn, for example, that the faster 
they press the levers the higher the frequency of 
reward. And, without fatigue, they can learn 
patterns of payoff that, for sheer complexity, 

rival those of a slot machine. 


In one basic pattern, Dr. Geller’s problem-solving 
animals must learn to pause for at least 20 seconds 
between lever-pressings to gain their rewards. 
Most of them quickly see through the problem. 
They are then ready for more difficult conditions, 
some of them advanced enough to challenge 
human subjects. 


Using these techniques and ingenious arrangements 
of timers, relays, signals, and recording graphs, 

Dr. Geller and his aides study ingestive behavior, 
emotions, reactions to conflict and stress, 
avoidance phenomena, and the modifications 
introduced by psychotropic agents. Important to all 
behavioral sciences, the findings are objective, 
uninfluenced by subjective colorations of 

the observers. 


Investigations like these strengthen man’s 
understanding of himself. Dr. Geller’s work has 
promising applications to society and medicine. 
Like all basic research at Wyeth, its purpose is to 
add to knowledge as an expression of our 
responsibility to physicians. 


Wijeth 


Philadelphia 1, Pa. > 
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125 mg, Acetamino- 


a! 

he be mired tor long once he’s on ain »Ninlowback pain 

traindications that apply to all steroids 


COPYRIGHT 1959 THE COCA-COLA COMPANY “COCA-COLA” IS A REGISTERED TRADE-MAR* 


Amid the busy bustle of the workaday grind, 
there is nothing quite so welcome 


as the quick refreshment and lift in ice-cold Coca-Cola. 
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while she is planning 
her family, 


she needs your help 
more than ever 


the most widely prescribed contraceptive 
WHENEVER A DIAPHRAGM IS INDICATED 


3 ACTIVE INGREDIENTS 
$33 Ricinoleic Acid .7% 
»-Diisobutylphenexypolyethoxyethano! 1.00% 
3 Boric Acid 3.00% 
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Two MEPROTABS before retiring 
e insure restful, uninterrupted sleep 
e insure alert awakening 
¢ insure a tranquil mind and relaxed body 


MEPROTABS are 400 mg. meprobamate tablets, coated, white, and 
unmarked, to make name and type of medication unidentifiable to your 
patient. Meprotabs are pleasant tasting and easy to swallow. 


contains the original meprobamate, discovered and introduced by 


i) WALLACE LABORATORIES, New Brunswick, N. J. 
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RATIONALE 


“It appears that there is now available in 
chlorothiazide a drug which is a specific 
antagonist to the abnormal sodium 
metabolism seen in the vast majority of 
hypertensive patients. The use of this agent 
{DIURIL] may stand the test of time as [a] 
most vital and specific weapon in the 
treatment of a relatively non-specific disease 
in which the only specific abnormality known 
is one of sodium metabolism. . . 
Chlorothiazide now appears to be [a] drug of 
choice when initiating therapy in the 
average hypertensive patient.” 

Reinhardt, D. J.: 

Delaware State Med. J. 30:1, January 1958, 
RESULTS 


“We have presented a group of 48 patients 
previously treated with a variety of 
antihypertensive agents.”’ “Upon the addition 
of chlorothiazide to their regimens, there 
was realized an additional blood pressure 
lowering effect of 23 mm. systolic and 

11 mm. diastolic.” 

Bunn, W. H., Jr.: 

Ohio State Med. J. 54:1168, September 1958. 


MINIMAL SIDE EFFECTS 


. [virtual] absence of significant side- 
effects or toxicity in the dosages used. . .”"* 


“Side-effects were minimal .. .""** 


“There have been no instances of adverse 
effects on the hematopoietic, renal or 
hepatic system. . .""*** 


*Freis, E. D., et al.: Treatment of Essential 
— with Chlorothiazide (DIURIL), J. A. M. A. 
: 137, Jan. 11, 1958. 

**Reinhardt, D. J.: The Impact of Chlorothiazide 
DIURIL) on Therapy i Hypertension, 
laware M. J. 30: 1, Jan. 1958. 

andes, R. P., and M. : Clinical 

Observations on Chlorothiazide, Postgraduate 

Medicine 23: 648, June 1958 

dosage: one 250 mg. tablet DIURIL b.i.d. to one 

500 mg. tablet DIURIL tid. 


supplied: 250 mg. and 500 mg. scored tablets DIURIL 
(Chiorothiazide), bottles of 100 and 1000. 

DIVRIL is a trademark of Merck & Co., Inc. 

© 1959 Merck & Co., inc. 


Trademarks outside the U.S.: 
CHLOTRIDE, CLOTRIDE, SALURIC, 


: 
| 
MERCK SHARP & DOHME 
| 
Division of Merck & Co., INC. + Philadelphia 1, Pa. 
: 
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RESIDENCY IN PSYCHIATRY—THIRD YEAR RESI- 


VACANCIES—SENIOR PHYSICIANS WITH MINIMUM 


RADIOLOGY RESIDENCY AVAILABLE 705 BED 


athlete’s 


a4 


Athlete’s Foot — one of the most 
prevalent and troublesome fungus 
infections today — is estimated to affect 
90% of the population at one time or 
another. Desenex, containing the 
unsaturated fatty acid,-undecylenic acid, 
has proved to be one of the most potent 
antimycotic agents known for effective 
treatment of superficial fungus infections. 
Night and Day Treatment 

At Night — Desenex Ointment 
(zincundecate) — 1 oz. tubes. 

During the Day — Desenex Powder 
(zincundecate)— 114 oz. container. 

Also — Desenex Solution (undecylenic 
acid) —2 fl. oz. bottles. 

In Otomycosis — Desenex Solution 

or Ointment. 


Write for samples 


MALTBIE LABORATORIES DIVISION 
Wallace & Tiernan Inc. ¢ Belleville 9, N.J. 


ATHLETE’S FOOT 


fast relief from itching 
prompt antimycotic action 
continuing prophylaxis 


(Continued from page 225) 


dency available in newly opened psychiatric unit in 
private general hospital, in-patient, out-patient and 
child psychiatry facilities available; excellent oppor- 
tunity to become acquainted with physicians in San 
Francisco; salary $450 per month. Write: Mr. E. C. 
DeLear, Assistant Administrator, Saint Francis Me- 
morial Hospital, 900 Hyde Street, San Francisco 9, 
California. D 


of three years psychiatric experience; excellent oppor- 
tunities for advancement; salary rate $7320-$10,200 
depending upon applicant's training and experiences; 
annual increments; nominal deduction for complete 
family maintenance; fully approved large eastern mental 
hospital+ with 3 year accredited residence training 
progress; must be Feed for licensure in Connecticut. 
Box 7977 D, % A 


general hospital*+; midwest; complete resident train- 
ing for American Board of Radiology; large new de- 
partment including therapy and isotope divisions; 
complete teaching facilities; staffed with three Board 
Certified radiologists and six residents; 39,145 exami- 
nations, and 2,142 therapy patients treated last year; 
good private housing facilities available; stipends from 
$325 to $400 per month. Apply: Box 8258 D, % AMA. 


RADIOLOGY RESIDENCY—THREE YEAR APPROVED 


program in 1,300 bed general hospital+, affiliated with 
Baylor University College of Medicine, Texas Medical 
Center, complete training in diagnosis, therapy a 


ing supervoltage, and radioisotopes; must 
citizens or graduates of U. 


. or Canadian Medical 
Schools. Manager, Veterans Administration Hospital, 
Houston, Texas. D 


INTERNAL MEDICINE RESIDENCY—OPENINGS IN 


Ist and 2nd year at Coral Gables, Florida, Veterans Ad- 
ministration Hospital in affiliation with University of 
Miami Schoo: of Medicine; applications acce; 

July 1, 1959 and quarterly from U. 8. citizens; salary 
$3, 250 and $3,515; quarters available; single residents. 
Write: Chief, Medical Service, Veterans A<ministration 
Hospital, Coral Gables, Florida. D 


ANESTHESIOLOGY RESIDENCIES — APPROVED 2 


year active teaching program with unusually wide clin- 
Toa experience; opportunities for clinical, teaching and 
research appointments in hospital*+ and medical col- 
lege after completion of training; approved internship re- 
quired. Write: C. Landmesser, MD, Director of 
esthesiology, Albany Medical Center, Albany, New rom. 


WANTED -— RESIDENT IN. PHYSICAL MEDIC 


and rehabilitation; salary $75-$200 a month 

maintenance; depending on qualifications; 500 bed + 
modern, chronic disease hospital. A — 4 Executive 
at St. Barnabas Hospital, New Pvork 57, New 
ork, D 


J.A.M.A., June 27, 1959 


RADIOLOGY—THIRD YEAR RESIDENCY OR FEL- 
lowship open beginning January 1, 1960; stipend $300 
plus room and board; active general hospital* + on 
Eastern Seaboard; department is staffed by 3 full time 
radiologists, physicist, isotope laboratory, cobalt unit 
and connected with medical school; only those with 2 
years of good training need apply > 3 State all particulars 
in first letter. Box 9337 D, % AMA 


July 1, 1959, ‘50 bed general hospital*+; well or- 
ized roved adult orth 
or 2 years; stipend $2,880 for the 
for the with full maintenance. Apply: 
ie J. Thom Chairman, Resident Committee, 
rancis Hospital, Pittsburgh i, 
vania. 


CHILD PSYCHIATRY — TWO YEAR FELLOWSHIPS 
available to candidates who have completed two years 
of approved psychiatric residency; AAPCC appioved 

training clinic, psychoanalytically go For further 

information write: Hector Jaso, MD, rector, Provi- 
dence Child Guidance Clinic, 333 Garett. Avenue, Prov- 

idence, Rhode Island. D 


RESIDENCIES—INTERNAL MEDICINE; 1,300 BED 
hospital+; 3 year; Baylor University College of Medi- 
cine affiliation; includes all subspecialties under super- 
vision of Board Certified specialists; $3,250 to $4,945; 
must be graduate of U. 8. or Canadian medical school: 
appointments available for 1960. H. D. Bennett, MD, 

eterans Administration Hospital, Houston, Texas. 


WANTED—FIRST YEAR RESIDENT IN GENERAL 
surgery; program is approved for three years; 442 adult 
bed general hospital*+; surgical and tumor charity 
clinics; stipend $225 per month plus room and laun- 
dry; applicants must be graduates approved medical 
schools. Write to: Administrator, Saint Luke’s Hos- 

pital, 601 East 19th Avenue, Denver 3, Colorado. D 


HAWAII—AVAILABLE RESIDENCIES JULY 1, 1959; 
first year surgery; first and third year medicine; first 
and second year obstetrics-gynecology; stipend $150, 
first year; $185 second year; $250 third year; travel 
allowance granted; only graduates of approved medical 
schools accepted. Airmail inquiries to: Medical Direc- 
tor, Queen’s Hospital*+, P. 0. Box 861, Honolulu. D 


MEDICAL RESIDENT—ATTRACTIVE, DIVERSIFIED, 
approved two year residency; salary $300 for first year 
and $325 for second year plus partial maintenance. 
Address inquiries to: Director of Medical Education, 
Kendall B. Sauter, MD, Saint Joseph’s Hospital*+, 
Milwaukee, Wisconsin. D 


18ST, 83RD, 4TH YEAR RESIDENCIES IN PATHOLOGY 
available; 419 beds; large teaching program, necro; 
rate 75%; not an easy residency, but good training for 
one who wants to work. Address: Paul Weld, MD, 
rector of Medical Education, General 'Hos- 
pitalt+, Rochester 21, New Y D 


nnesota Hospitals, Minneapolis Veterans Adminis- 

Sin Hospitals and associated Sane an opening 
every 4 weeks. Address: Frederick H. Van Bergen, MD, 
Di r of Anesthesiology, University of Minnesota 
Hospital, Mi D 


POSITION AVAILABLE FOR pang rem PRACTICE 
rotating residency immediately in 24 e bed county 
general hospital: accredited by JCAH; “3600 per month 
plus attractive five room furnished home; must be citi- 
zen of USA. Apply: Medical Director, Merced County 
General Hospital, Merced, California. D 


GENERAL PRACTICE RESIDENCY — AVAILABLE 
July 1 to September 1; for one or two years; in new 
ed bed hospital ; ample opportunities for local prac- 

tice. Apply: Henry Miller, MD, Lancaster General 
Hospital, Lancaster, Pa. D 


INTERNSHIPS, GENERAL ROTATING, APPROVED, 
350 bed general hospital*+; available July | 1959; 
excellent teaching program; stipend $250 monthly. Ap- 
ply: Chairman, House Staff Committee, Nassau Hos- 
pital, Mineola, New York. o 


GENERAL PRACTICE RESIDENCY—180 BED GEN- 
eral hospital, central New York; excellent experience 
and opportunity to do general surgery; New York li- 
cense only; salary and maintenance. Apply: Board of 
Managers, Oneida County Hospital, Rome, New York. 


ROTATING INTERNSHIP — APPROVED; ACTIVE 

teaching service: out-patient clinics and active emer- 
gency service; stipend $250 per month and full mainte- 
nance. Apply: Robert M. Murphy, Administrator, vor 
Hospital, Rome, Georgia. 


WANTED — ROTATING INFERNS: APPROVED 4060 
bed general hospital in federal psychiatric hospital] ; 
annual stipend $3,100. Apply to: Winifred Overholser, 
MD, Superintendent, Saint Elizabeth's Hospital, Wash- 
ington, D. C. D 


AVAILABLE JULY 1—FIRST YEAR SURGICAL RESI- 
dency*+ in four year approved program; rapidly ex- 
panding community; graduates of approved schools only. 
Box 9339 D, % AMA 


WANTED — RESIDENTS IN PSYCHIATRY; THREE 
year approved residencies available; large eastern mental 
hospital+; excellent teaching program therapeutic pro- 
cedures; $5280-$6600. Box 7976 D, AMA. 


WANTED—JULY 1, 1959; RESIDENT PHYSICIAN; 
railroad hospital, Indiana town of 15,000 population; 
good salary; applicants — ay for Indiana li- 
cense. Apply: Box 8254 D, 


RESIDENCY IN PEDIATRICS—REPLY SUPERIN- 
tendent, Gouverneur Hospital+, 621 Water Street, New 
York 2, New York, Oregon 3-0200. 


LOCUM TENENS WANTED 


WANTED—LOCUM TENENS; JULY, AUGUST AND 
September; Texas Gulf Coast; general medical and 
surgical; modern clinic-hospital; varied interesting 
practice; possible association following: Ocean breezes 
and sports. Write: Box 8233 G, % AMA 


(Continued on page 238) 
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a significant medical advance 


for peripheral vascular disorders 


CYCLOSPASMOL 


Cyclandelate (3,5,5-Trimethyicyclohexyl Mandelate), 
ives-Cameron; Patent No. 2,707,193 


e Orally effective 
e Clinically proved 
e Well tolerated—notably few side-effects 


. 

CYCLOSPASMOL provides a reliable, effective oral treatment for 
peripheral vascular diseases—vasospastic and occlusive. By its direct 
action on vascular musculature, CYCLOSPASMOL causes vasodilata- 
tion. It, therefore, promotes optimal tissue response and healing. 

“The criteria of success were not only the clinical course, but 
also objective symptoms, such as claudication time, healing of 
extensive gangrenous lesions, and skin temperature.””! 


ot 


Ulceration of three months’ duration, After three weeks’ treatment with After six weeks’ treatment with Cy- 
refractory to cod-liver oil ointment CYCLOSPASMOL and topical antibac- CLOSPASMOL 
and antiseptic compresses terial agent 


For control of intermittent claudication in: 
Arteriosclerosis obliterans 
Raynaud’s disease 
Buerger’s disease (thromboangiitis obliterans) 


Also indicated in: 


Uleerations—diabetic, trophic 
Circulatory impairment in feet, legs and hands 


SUPPLIED: Tab: :ts, 100 mg., bottles of 100. 
IVES-CAMERON Comprehensive literature on request 
COMPANY REFERENCE: 1. Van Wijk, T.W.: Angiology 4:108, 1953. Brs.iocraPHy: 1. Gillhespy, R.O.: Brit. 


M. J. 2:1548, 1957. 2. Gillhespy, R.O.: Angiology 7:27, 1956. 3. Winsor, T.: Angiology 4:134, 1953. 
4, Reeder, J.J.: Geneesk. gids. 31 :370, 1953. 5. Kappert, A.: Schweiz. med. Wehnschr. 85:237, 1955. 


Philadelphia 1, Pa. 
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Record of patient with congestive failure, treated at a leading 
Philadelphia hospital. Photos used with permission of the patient. 


marked pitting 
cleared days 
with Esidrix 


Milligram-for-milligram, Esidrix provides the highest 
fluid yields, lowest blood-pressure levels yet achieved 
with oral diuretic-antihypertensive therapy. 


DOSAGE: Esidrix is administered orally in 
an average dose of 75 to 100 mg. daily, 


Indicated in: 
with a range of 25 to 200 mg. A single 


congestive heart failure edema of pregnancy dose may be given in the morning or 

hypertension steroid-induced edema tablets may be administered 2 or 3 times 

hyp ertensive vascular disease nep hrosis SUPPLIED: Tablets, 25 mg. (pink, scored); 

premenstrual edema nephritis bottles of 100 and 1000. Tablets, 50 mg. 

toxemia of pre Lo eran (yellow, scored); bottles of 100 and 1000. 


e for the anxious hypertensive 
with or without tachycardia 


Serpasil 


(reserpine CIBA) 


2/2706MK 
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L.S., 81-year-old patient with complaint 
of painless hematuria admitted to hos- 
pital on 3/3/59. Past history included 
congestive heart failure of 15 years’ du- 
ration. Clinically significant symptoms: 
expiratory wheezes over entire chest; 
bilateral coarse rales of both bases; 
slight abdominal distention (without evi- 
dence of ascites); palpable liver 2-3 
fingerbreadths below rib cage; bilat- 
eral pitting edema (4-+-) of pretibial 
and ankle areas. Admission diagnosis: 
hematuria of unknown origin; arterio- 
sclerotic cardiovascular disease; poorly 
compensated heart failure; and chronic 
pulmonary fibros?s with pulmonary 
insufficiency. 


Patient L.S. 


Patient was put on regimen of bed rest, 
moderate salt restriction, digitalis and 
pulmonary decongestants. When ankle 
edema, hepatic congestion and rales 
failed to clear by 3/6, Esidrix 50 mg. 
b.i.d. was ordered. By 3/8 L.S. had 
lost 3 pounds. Rales decreased; there 
was 1-++ pitting edema of ankle area 
only. He felt more comfortable, was 
able to enjoy reading newspapers and 
magazines in bed. 


Ambulatory on the 4th day of Esidrix 
therapy, L.S. visited his neighbors 
down the hall, played checkers with 
another patient. There was no evidence 
of ankle edema. By 3/11, patient's 
weight had dropped 2 more pounds 
and rales were gone. Patient tolerated 
cystoscopy and fulguration of a small 
bleeding polyp in his bladder on 3/12 
very well. On 3/14 he was discharged. 


Date 3/4 3/5 3/6 3/7 3/8 3/9 3/10 3/11 3/12 3/13 
840 690 960 2140 1230 660 1220 1350 
Weight (ibs.) 139 -- 136 134 
0 0 100 100 100 50 100 


TM. 


(hydrochlorothiazide CIBA) 


= relieves edema in certain patients refractory to other diuretics’ 
= at least 10 times more active than chlorothiazide, provides the same 
therapeutic benefits with but 1/10 the dosage—or even less 


electrolyte imbalance 


1. Brest, A. N., and Likoff, W.: Am. J. Cardiol. 3:144 (Feb.) 1959. 


is exceptionally well-tolerated ... minimizes the likelihood of 
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Used in hospitais and doctors’ offices for many years 
as a local and general anesthetic through refrigeration or inhalation, Gebauer’s 
Ethyl Chloride in the 190 gram metal tube is also an important element of 
the modern doctor's emergency kit. Unbreakable, leakproof, ready for instant 
use, its finger-tip control valve directs a spray or jet stream depending upon 
degree of anesthesia desired. 

Many doctors still prefer Ethyl Chloride in the dispenseal amber bottle 
with its choice of three nozzle openings; fine, medium or coerse jet spray. 
Widely used as a local anesthetic for minor surgical procedures and the allevi- 
ation of needle pain during hypodermic injections, Gebaver’s Ethyl Chloride 
is guaranteed to retain its purity and remain unchanged indefinitely. Prescribed 
for more than half a century, it is still a standard of the medical profession. 
Gebaver Chemical Company, 9410 St. Catherine Avenue, Cleveland 4, Ohio. 


ETHYL CHLORIDE 
“Purveyors to the medical 
profession for over half a century” BAU 


CHEMICAL COMPANY 


(Continued from page 234) RADIOLOGIST -—— 33; FAMILY; CERTIFIED; SIX 
years experience training and teaching in university 
center and private practice; seeking private office, hos- 


WANTED La UM TENENS RADIOLOGIST TO AS- pital association, or department head in East or South; 
sist in a group practice during the months of July, will consider attractive offer anywhere; licensed Penn- 
August and September while other members are tak- sylvania, Louisiana, Florida; diagnosis preferred but 
ing vacations; the man should have an American Board Certification includes therapy, isotopes. Box 9360 I, 


Certificate or be Board qualified. Please contact: Dr. % AMA 


Rk, F, Hoffman, Providence Hospital, Sandusky, Ohio. 
GENERAL PRACTITIONER — 41; CALIFORNIA LI- 

cense; 18 months surgical residency; 5 years Air Force; 

8 years general practice; wide experience trauma, frac- 


LOCUM TENENS RADIOLOGIST—BOARD ELIGIBLE tures, anaesthesi « 
or Certified; 2 months in July-September period; 400 tice x. 
bed hospital; diagnosis only; Los Angeles County; 

California license required. Box 9316 G, % AMA. GENERAL AND THORACIC SURGEON — AGE 32; 


married; Eligible both Boards ; 6 years post graduate 
training at university hospitals; desires association with 
AM. 


SITUATIONS WANTED individual or group. Box 9361 L MA. 
THORACIC, CARDIOVASCULAR AND GENERAL | 'NTERNIST (34: BOARD CERTIFIED: UNIVERSITY 
surgeon desires group association or institutiona] prac- internist or small group near ‘or in college town; mar- 
tice; Certified by American Board of Surgery and ied; children; excellent references. Box 9349 1, 
American Board of Thoracic Surgery, Box 9377 I, % AMA. 
AMA. 
GENERAL PRACTITIONER—AGE 83; AAGP; TWO 
a 
assistant clinical professor and large Pennsylvania; available now; desire 
referred practice; considering change in location for sylvania, Ohio, New York state, Virginia, Maryland, 


persona] reasons. Box 9343 I, % AMA. New Jersey. Box 7422 I, % AMA. 


J.A.M.A., June 27, 1959 


BELGIAN IMMIGRANT; 33; 
rried; MD Louvain, fully trained in Louvain, 
Paris. Leadon. mand Chicago; wide experience with 
endoscopies, member of the Professional A iati 
Gastroenterologists in Belgium; desires a suitable posi- 
tion; available after July, 1959. Box 8114 I, % AMA. 


WELL SURGEON AVAILABLE 
January Ast; years’ training; general surgery; 
two years’ training, thoracic surgery, teaching hospitals. 
Medical Bureau, Burneice Larson, Director, 900 North 

Michigan Avenue, Chicago. 


AVAILABLE—AMERICAN BOARD SPECIALISTS TO 
head departments, join groups, etc. ; physicians for pri- 
vate practice, assistants or associates, industry, public 
health. Please Write for Shay Medical 
Agency, 55 E. Washington, Chicago. I 


YOUNG EXPERIENCED PHYSICIAN AVAILABLE 
from July thru September 1959; for vacation coverage 
in hospital, or summer camp or locum tenens; general 
practice. Box 7421 I, % AMA. 


OPHTHALMOLOGIST AVAILABLE—FOREIGN BORN; 
& years at ophthalmological institutions in the USA: 
waiting for citizenship: completing precepteeship Sep- 
tember 15, 1959. Box 9327 I, % AMA. 


RADIOLOGIST—37; UNIVERSITY TRAINED; EXPE- 
rienced, Certified, isotopes; 7 years head practice be- 
fore radiology; desire appointment ead of oe 
in hospital of 10u to 200 beds. Box 8111 1, % AM 


INTERNIST—SEEKING POSITION WITH GROUP IN 

midwest or Pacific northwest; Board Qualified with one 
of H available’ July 15, 1959. Box 7875 L 
Ho A 


PROFESSIONAL AND TECHNICAL AIDES 


ny in progressive ty of 
as opening for female r istered laboratory 

= for complete clinical ta ratory ; 40 hour 
work week; excellent employee benefits; give education, 
experience, and requirements initial letter. 
Box 9374 L, % AM 


LABORATORY TECHNICIANS TO AUGMENT PRES- 
ent rotating laborstory staff of 169 bed general hospital ; 
well equipped under direction of qualified pathologist; 
generous salary based on registration ASCP; college 
education, and experience, plus meals and uniform 
laundry; excellent benefits; 10 paid holidays; 3 wee 
vacation; sick leave; 40 hour week: paid rotating night 
call: $15 per week day; $50 per weekend, Saturday 
noon to Monday morning: hospitalization insurance vol- 

untary retirement plan; rooms in attractive living 

quarters, if required, at nominal $30 per month. Please 
have applicants write to: Robert A. Fox, MD, Director 
of Laboratory, Northern Westchester Hospits}, Mount 

Kisco, New York. L 


MEDICAL TECHNICIANS — GENERAL MEDICAL 
technicians; male, for employment with the Federal 
Government; requirements, under 38 years of age, U. S. 
citizen; knowledge of x-ray and laboratory procedures ; 
military obligation completed; willing to serve overseas; 
beginning salary, $4,490 per annum; additional allow- 
ance when assigned overseas; request initial reply in- 
clude personal, professional, ‘and military background; 
personal interview will be — for those who are 
accepted. Box 8289 L, % AMA 


PRACTICES FOR SALE 


CALIFORNIA—SALINAS VALLEY, GENERAL PRAC- 
tice; rented office; for cost of equipment; no investment 
needed ; open staff hospital 25 miles away; leaving rec- 
ords; entering residency July 1, Robert Kraft, MD, 167 
Main Street, Soledad, California. P 


INDIANA—PEDIATRIC PRACTICE ESTABLISHED 15 
years; population 125,000; beautiful new office; reason- 
able rent; will introduce; grossing $55,000; terms ar- 
ranged; available August. Box 9382 P, % A 


MASSACHUSETTS — GENERAL PRACTICE ESTAB- 
lished 22 years; thriving small town with good industry; 
home on main street with modern, well equipped office 
wing with complete files; excellent hospital facilities 
within 14 miles with open staff appointment; gross in- 
come over $30,000; terms arranged; moving out of 
state; will introduce. Box 9365 P, 9 A. 


MINNESOTA — SOUTHERN; GENERAL PRACTICE 
available July, 1959; unopposed, office equipped; home 
available; soquialicing: ideal for new graduate, Write: 
Box 8183 P, % AMA 


NEW JERSEY—SOUTH; LARGE GENERAL PRAC- 
tice; excellent hospital ‘facilities; fully air-conditioned 
office building next to house; leaving for post-graduate 
study; price reasonable; generous financing terms avail- 
able. Box 9385 P, % AMA. 


NEW YORK—NEW YORK CITY SUBURB: ACTIVE 
general practice; $60,000 gross; fully equipped, unop- 
posed location; many compensation accounts; little 
cash required; practice easily pays balance of small 
selling price; will introduce, available immediately. 
Box 9332 P, % AMA. 


NEW YORK—CUTCHOGUE, LONG ISLAND, FULLY 
equipped air conditioned home-office combination; de- 
ceased general practitioner, ex-president of nearby 90 
bed hospital; practice 12 years. Contact: 8S. E. Gerber, 
100 Avenue’ P, Brooklyn 4, New York, telephone: 
Bensonhurst 6-5875. 


PENNSYLVANIA — FOR SALE: RECENTLY BUILT 
professional offices, superb location with charming resi- 
dence; flourishing practice of 24 years of the late Dr. 
Charles A. Nicholas. Information: Paul F. Ford Agency, 
18 South 2nd Street, Easton, Pennsylvania. i 


WASHINGTON — PACIFIC NORTHWEST; CITY OF 
40,000; excellent location; established general practice 
could easily be changed into specialty practice; terms; 
gem leaving July for residency. Box 8277 P, % 


(Continued on page 242) 
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ANNOUNCING 


DUOCLASSIC ANTI-DIARRHEAL 


BANANA BRAND OF NEOMYCIN AND TINCTURE OF OPIUM ELI XI R 


FLAVORED 
ANTIBIOTIC /ANTIPERISTALTIC 


Now for the first time 
These Two Highly Effective Neomycin Sulfate 
-Anti- Diarrheal Agents for rapid and prolonged bacterial control. 
In One Convenient, 
Delicious Dosage Form 


Tincture of Opium 


for prompt control of hyperperistalsis 
and intestinal discomfort. 


“‘Paremycin’ provided rapid control and symptomatic relief. Patients with gastroen- 
teritis and viral diarrhea all experienced complete abatement of symptoms after one 
to four doses i.e, within 24 hours... No untoward effects were seen. Its palatability made 
Paremycin especially acceptable...” 


NON-BULKY - EFFECTIVE IN SMALL DOSES 
NON-CHALKY - UNSURPASSED PALATABILITY 


DOSAGE: INFANTS (under two years of age)— 2 to 1 teaspoonful four times daily or 
as directed by physician. CHILDREN (over two years of age)—1 to 2 teaspoonfuls four 
times daily or as directed by physician. ADULTS—1 to 2 tablespoonfuls four times daily 
or as directed by physician. 


note: As with any preparation containing neomycin, high dosage levels and prolonged adminis- 
tration should be avoided in view of possible systemic effects; do not administer in the presence 
of kidney damage. 


1. Dale, A. D. (Philadelphia, Pa.): Personal Communication, 1959. 


suppty: Bottles of 6 and 3 fl. oz. 


any THE G. F. HARVEY COMPANY, INC. 11 EAST 26 STREET, NEW YORK 10, NEW YORK 


PHARMACEUTICALS AND RESEARCH IN THE HARVEY TRADITION 
SINCE 1880 ¢ 
©Copyright 1959, The G. F. Harvey Company, Inc. 
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“The most effective form of psychotherapy is to demonstrate to the patient that his 


PREREQUISITE FOR EMOTIONAL ADJUSTMENT: THERAPY 


seizures can be adequately controlled by the use of anticonvulsant medication.” 


A REQUISITE FOR THERAPY: | 


THE PARKE-DAVIS FAMILY OF ANTICONVULSANTS 
effective anticonvulsants for most clinical needs 


bibliography: (1) Carter, S. M.: M. Clin. North America: $15 (March) 1953. (2) Chao, D. H.: Ibid., p. 465. (3) Good- 
man, L. S., & Gilman, A.: The Pharmacological Basis of Therapeutics, ed. 2, New York, MacMillan Company, 1955, 
p. 187. (4) Davidson, D. T,, Jr., in Conn, H. F: Current Therapy 1958, Philadelphia, W. B. Saunders Company, 
1958, p. 568. (5) Zimmerman, F. T.; New York J. Med. 55:2338, 1955. (6) French, E. G.; Rey-Bellet, J., & Lennox, 
W. G.: New England J. Med. 258:892 (May 1) 1958. 
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FOR CONTROL OF GRAND MAL 
AND PSYCHOMOTOR SEIZURES 


DILANTIN kapseats: 


-DILANTIN Sodium is a most useful nonsed- 
ative anticonvulsant.”2 
“Coincident with the decrease in seizures there 
occurs improvement in intellectual performance. 
Salutary effects of the drug on personality, mem- 
ory, mood, -cooperativeness, emotional stability, 
amenability to discipline... are also observed, 
sometimes independently of seizure control.”3 
A drug of choice for control of grand mal and 
of. psychomotor sefzures, DILANTIN Sodium (di- 
phenylhydantoin sodium, Parke-Davis) is supplied 
in many forms including Kapseals of 0.03 Gm. and 
of 0.1 Gm., in bottles of 100 and 1,000. 


PHELANTIN kapseats 


“When it bas been demonstrated that the com- 
bination of Dilantin and phenobarbital is helpful 
in a patient and that these drugs are well tolerated, 
the use of a combination capsule, PHELANTIN, is 
often a great morale builder because it enables 
the physician to reduce the total number of pills 
or capsules the patient is required to take. It is a 
cheaper form of prescription and it also prevents 
the patient from manipulating the dosage of his 
drugs.”4 

PHELANTIN Kapseals (Dilantin 100 mg., phenobarbital 
30 mg., desoxyephedrine hydrochloride 2.5 mg.), bottles 
of 100. 


MILONTIN’ kapseats - susPeNsion jar 


After five years of study, using MILONTIN in a ' WA r 
series of 200 patients with petit mal epilepsy, one é b 
investigator reports: “Results confirm our previ- ; 
ously published data on a smaller number of cases 

and show that MILONTIN is an effective agent for 

the treatment of petit mal epilepsy .. . relatively 

free from untoward side effects.”5 

MILONTIN Kapseals (phensuximide, Parke-Davis) 

0.5 Gm., bottles of +29 and 1,000. Suspension, 250 mg. 

per 4 cc., 16-ounce bottles. 


CELONTIN kapseats 


In a recent study, 76 patients were treated with 
CELONTIN for periods up to two years. Included 
in this group were 34 patients with psychomotor 
seizures, 29 with petit mal, and 13 with other 
types. Forty per cent had marked benefit wet’ 
CELONTIN (less than half their previous nuiaber 
of seizures), and all but 35 per cent experienc re 
some degree of improvement. Marked benefit was 
obtained in 55 per cent of patients with petit mal " 
and in 33 per cent of those having psychomotor 
seizures.® 

CELONTIN Kapseals (methsuximide, Parke- Davis) 

0.3 Gm., bottles of 100. 


PARKE, DAVIS & COMPANY 
DETROIT 32, MICHIGAN 


72859 


| 


Detail ious engraving of Sir Tsaac Newton by E. Scriven. 


only accuracy speaks a common language 


All knowledge is based on measurement. 


And, the usefulness of measurement depends 


on its accuracy. 


In bloodpressure measurement, the need 
for accuracy has made the Baumanometer® 
the most widely used instrument in the world. 

Baumanometer accuracy permits signifi- 
. with the 
. and with the future results of therapy. 

The Baumanometer is a true, mercury- 
gravity sphygmomanometer. Its operation is 
its performance never 
No other type of instrument can 
match this standard of accuracy and depend- 
ability. The Baumanometer will give life- 
.. and it 
is lifetime guaranteed against glass breakage. 


cant comparisons with research . 
past . 


based on gravity, 
varies, 


time service . . . lifetime accuracy . 


mercury 


The trim Kompak 
Model Bauma- 
nometer is ideal 
for bedside or 
desk-side . . . 
light enough to 
go everywhere. 


sphygmoma- 


_nometer certifies its own ‘accuracy by return 


to zero. 


The Baumanometer has no 


e+- @veryone respects the pursuit of accuracy 


W. A. BAUM CO. INC. 
Copiague, Long Island, New York 


G.A. 1045 


(Continued from page 238) 
APPARATUS ETC. FOR SALE 


LARGEST STOCK OF USED-RECONDITIONED AND 


surplus x-ray equipment in America; all makes, models 
of diagnostic and therapy units: delivered, installed, 
guaranteed and serviced. Write for details of deferred 
payment plan and new accessory price list to: The 
Kramer X-Ray Company, Inc., 217 E. 23rd Street, New 
York 10, New York. Q 


USED PHYSICIANS HOSPITAL AND LABORATORY 


‘ALIFORNIA — BAKNGSFIELD; 


Wells 40 bought and sold; large stock on hand. Harry 
400 East 59th Street, New York City 22, a | 


USED LARGE 
tank and metal stand; 
Dr. Repine, 164 Division, Elgin, 


BUXITE X-RAY DEVELOPING 
chest plate size. SH 1-5066 or 
Illinois. Q 


FOR RENT 


WELL EQUIPPED 
office of deceased general practitioner; convenient to 
hospitals; well established practice; x-ray, reasonable 
rent, laboratory; practice includes surgery and ob- 
stetrics. Mrs. H. A. Bishop, 1095 LeMay Avenue, 
Bakersfield, California, 


Since 1916 Originator and Maker of Bloodpressure Apparatus Exclusively 


FOR LEASE 
3 suites and 1 co-op; x-ray, and laboratory suite; | 
— for 3 man partne’ rship in same field of prac- 
tice; music, intercom, air-conditioning. Write: J. A. 
Marlo, 113 E. Valley Bivd., E) Monte, California. T 


FOR RENT — NEWARK, NEW JERSEY; LINCOLN 
Park area; fully equipped medical suite; 200 milliamp 
x-ray; 1,500 square feet air-conditioned professionally 
space, Albert B. Tucker, MD, 47 
ark. 


NOW LEASING 
ditioned medical suites; 


ONE STORY, MODERN AIR-CON- 
in expanding southern Cali- 
fornia community; ample parking; 5 minutes from 
large open staff hospital. Write: S. J. 
823 North Park Avenue, Pomona, California. 


RADIUM 


RADIUM—FOR ALL MEDICAL PURPOSES: BOUGHT, 
sold, radium applicators, own directly by physician- 
radiologist. Quincy X-ray — Radium Laboratories, 
Quincy, Llinois. vA 


MEDICAL WRITING 


MEDICAL MANUSCRIPT EDITING SERVIC 
commercial; manuscripts over 5,000 words not a ed. 
American Medical Writers’ Association, WCU Building, 
Quincy, Illinois. 


NEW MODERN MEDICAL BUILDING; | 


| 


| Saunders, W. B., Co. 


Oftedal, MD, | 
= 


| Squibb, E. R., & Sons....... ‘e 
50-51 
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Vol. 170, No. 9 


BELLEVUE PLACE 
for 
Nervous and Mental Diseases 


EDWARD ROSS, M.D., Medical Director 3 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


SECLUSION Est. 1909 MATERNITY 


FAIRMOUNT 


Private itarium for seclusion care of un- 
fortunate girls. Certified obstetrician in 
charge. Legal adoptions arranged if de- 
sired. Rates reasonable and in certain 
cases, work around the hospital may be 
given to reduce exp Early ent 

dvised. All pond 

Write or phone 

Grace Schroer, Supt. Wa 
4911 E. 27th St.—K. C., 


ELECTROCARDIOGRAPHIC INTERPRETATION 
August 17th through August 29th 
by Louis N. Katz, M.D., F.A.C.P., Alfred Pick, M.D. 
and Associotes 
Michael Reese Hospital 

Intensive review of Ugh ae viewpoints on contour and arrhythmias. Be- 
ginning and advance Practical exercises in "the interpretatioa of 
unknown electrocardiogram 

Tuition $150.00 
For further information, address: Miss Beverley Petzold, Secretary, Cardio- 
vascular Department, Michael Reese Hospita!, Chicago, Illinois. 


for thorough 
medical-news coverage 
read the 
AMA NEWS 


NORTH SHORE 
HOSPITAL 


on the shores of Lake Michigan 
WINNETKA, ILLINGIS 


Care and 
treatment 
of emotional 
disorders 


For information ¢ohtect 


“That should teach the Internal Revenue not to 
get smart with me!” 


“The doctor is sick? Well, of all the nerve!” 
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in genitourinary 
tract infections 


6,800,000 


courses of treatment* and still negligible 
development of bacterial resistance with 


FURADANTI 


brand of nitrofurantoin 


**,..may be unique as a wide-spectrum antimicrobial agent 
that...does not invoke resistant mutants.” 
Waisbren, B. A., and Crowley, W.: A.M.A. Arch. Int. M. 95:6538, 1955. 


Available as Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 
% Conservative estimate based on the clinical use of Furapantin Tablets and Oral Suspension since 1953. 
Illustration through courtesy of Clay-Adams, Inc., New York 


NITROFURANS—a unique class of antimicrobials—neither antibiotics nor sulfonamides 
EATON LABORATORIES, NORWICH, NEW YORK 
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PERAZIL FOR ALLE 


PERAZIL FOR ALLERGY PERAZIL' FOR ALLERGY + RAZIlL FOR ALLERGY 


FOR ALLERGY * 


ERAZIL 


jn Sune with 


FOR ALLERGY 


This advertisement has been designed to fit a standard 8° « 10° 


Additional copies are available upon reque t 
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'PERAZITN FOR ALLERGY  - PERA PE FOR ALLERGY + 'PERAZII f 


‘Perazil’ relieves the symptoms of sneezing, 
“incessant” itching, inflamed eyes, rhinorrhea, 
itching eyes, nose and throat, associated with: 


e HAY FEVER e VASOMOTOR RHINITIS 
POLLENOSIS e ALLERGIC DERMATITIS 
e PRURITUS e DRUG SENSITIVITY 


e URTICARIA 


‘Perazil’ is both prompt and prolonged in effect, 
providing symptomatic relief lasting 12 to 24 
hours from a single dose without the high inci- 
dence of drowsiness occurring with certain anti- 
histamines. When drowsiness does occur it is 
generally mild and the usual precautions should 
be observed. No toxic effects related to either 
the blood-forming organs or the cardiovascular 
system are produced. 


DOSAGE 


Adults and children over 8 years, 50 mg. once or twice 
daily as required. The dose may be increased in severe 
cases. 


Children from 2 to 8 years, 25 mg. (one sugar-coated 
tablet) once daily. 


Infants up to 2 years, 12’ mg. (one quarter of a 50 mg. 
tablet) crushed and mixed with a spoonful of jam or 


syrup. 
*‘PERAZIL’® brand Chiorcyclizine Hydrochloride 


Tablets of: 
25 mg., sugar-coated, bottles of 100 and 1000 
50 mg., scored, bottles of 100 and 1000 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Fear of seizures, parental attitudes and social rejec- 
tion all threaten the epileptic child. Brain damage 
or the abnormal discharge itself may provoke psy- 
chic disorders. 


Better control of seizures and better understanding 
by parents before a child starts school may prevent 


fores tall th e the development of an epileptic personality. 


™ th Highly effective: In most types of seizures, espe- 
& pi le pti + cially major motor seizures, MEBARAL is one of the 
; a safest anticonvulsants for children. This 
antiepileptic does not tend to lower 
‘personality 


é 


learning capacity. 


Unsurpassed safety: Mebaral is not likely to cause 
hyperactivity in young children. Toxic reactions or 
ill effects from it are rare. 


MEBROIN,’ combining Mebaral and diphenylhy- 
dantoin, is synergistic — and side effects are infrequent. 
Each relatively tasteless Mebroin tablet contains 90 
mg. Mebaral and 60 mg. diphenylhydantoin. Mebroin 
brings maximal control of seizures with minimal 
toxicity. 

Mebaral dosage: CHILDREN under 5 years, from “%4 
to % grain three or four times daily; over 5 years, 
from 2 to 1 grain three or four times daily. ADULTS, 
from 6 to 9 grains daily. 


Mebroin dosage: CHILDREN under 6 years, 2 tablet 
once or twice daily; over 6 years, 1 tablet two or three 
times daily. ADULTS, 1 or 2 tablets three times daily 
(average dosage). 


For epilepsy at any age 


MEBARAL 


Supplied: MEBARAL tasteless tablets of 200 mg. (3 
grains), 100 mg. (1% grains), 50 mg. (%4 grain), 32 mg. 
(% grain). Bottles of 100. 

MEBROIN virtually tasteless tablets. Bottles of 100. 


(|jithop LABORATORIES NEW YORK 18, N.Y. 


Mebaral (brand of mphobarbital) and Mebroin, trademarks reg. U. S. Pat. Off. 
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accelerate convalescence with nutritional therapy 
Sustagern’ 


Complete food, Mead Johnson 


powder 


When you prescribe Sustagen during convalescence, you 
help fulfill the critical needs of your patients for increased 
amounts of calories, protein and vitamins. ‘‘In some 
instances of acute illnesses, injury, or surgery, intensive 
nutritional therapy may be the deciding factor in the 
outcome,”’! Sustagen, because it generously supplies 

all known essential nutrients in convenient concentrated 
form, helps speed recovery. 


\ Mead Johnson 


‘Halpern, &. L.: Ann, New York Acad, Sc, 63: 147-164 (Oct. 28) 1955, Symbol of service in medicine su.tsom 
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